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PREFACE 


his handbook forms part of a series of Health of the Nation Key Area 
dipper In The Health of the Nation White Paper published in 
July 1992 the Government said that the National Health Service Management 
Executive would commission handbooks on possible local approaches to each 
of the five Key Areas identified in the White Paper: Coronary Heart Disease 
and Stroke, Cancers, Mental Illness, Accidents and HIV/AIDS and Sexual 
Health. 


The aim of the handbooks is primarily to assist managers and directors in 
purchasing authorities (DHAs, FHSAs and purchasing consortia) to develop 
local strategies for reducing mortality and morbidity in each Key Area. The 
handbooks also aim to disseminate widely information about local initiatives to 
managers and directors in provider organisations and to group together other 
relevant information. The handbooks may also be of interest to organisations 
such as local authorities and the voluntary sector which join together with the 
NHS in alliances for health. 


The information in the handbooks is illustrative rather than prescriptive, and it 
is intended that they should be used as practical guides. NHS managers and 
others will wish to use the guides selectively and adapt them to suit local 
circumstances in the light of local priorities and available resources. The 
handbooks vary in length, structure and content as a result of the differences in 
subject matter, secondary audiences and the amount of prominence each Key 


Area has had in the past. 


The handbook series is complemented by a range of other documents which 
the Department of Health has issued in order to help implement the Health of 
the Nation strategy. A supplement to the Public Health Common Data Set, 
which contains baseline data on the primary targets was issued in October 
1992. First Steps for the NHS, which sets out suggestions for management 
action for each Key Area, grouped by type of contract or plan, was issued 
in November 1992. A workshop on Alliances for Health was held in 
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November 1992 and a report will be published in Spring 1993. In addition, a 
sub-group of the Minister’s Wider Health Group has been established to 
produce a handbook with guidance on how to form healthy alliances. The 
Department of Health also plans to publish a discussion document to advance 


the process of setting local targets. 


The production of the Key Area handbooks has been the result of a joint 
working venture between the Department of Health, the NHS and other 
organisations. The handbooks could not have been published without the help 
and advice of colleagues from outside the Department and we are grateful to 


them for their valuable contribution. 


The ultimate purpose of the Health of the Nation initiative is to bring about 
further continuing improvement in health. The intention of the Key Area 


handbooks is to contribute to that process. 


Comments on this handbook are very welcome and should be sent 
to Dr Diana McInnes, Principal Medical Officer, Health Promotion Division, 
Department of Health, Wellington House, 133-155 Waterloo Road, London 
SE1 8UG. 


The intention is to carry out an evaluation exercise later in the year based on 


feedback from users. 


Further copies are available from: 
BAPS, 
Health Publications Unit, 
Heywood Stores, 
No 2 Site, Manchester Road, 
Heywood, Lancashire OL10 2PZ. 
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INTRODUCTION 


Cancer was chosen as one of the five key areas for the Health of the Nation because it 
is a major cause of death and avoidable ill-health accounting for about 25% of deaths 
in 1991. Effective interventions are possible, offering significant scope for 
improvement in health and it is possible to set objectives and targets for reducing the 


incidence of cancer, and to monitor progress towards them. 


This handbook deals with lung cancer, breast cancer, cervical cancer and skin cancer 


in individual sections each of which follows the same structure. 


Targets 





NHS action 
This handbook is divided into four chapters setting out the key steps for each cancer 
which managers, purchasers, and provider organisations, need to take es ensure that 
the NHS plays a full role in achieving the targets, in each of the following ways: 
@ asa purchaser of health promotion activities for the local population, including 
health education campaigns 
@ as a champion of public health issues which affect the local population, 
building local alliances to improve health and as an advocate for action by 
other agencies 


@ asa direct provider of health promotion services aimed at the local population 
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@ asa direct provider of high quality health services 


@ as an employer taking forward the “Health at Work” initiative in the NHS. 


The commitment of health professionals and everyone concerned with the provision 
of health care and related services will be crucial to the success of the strategy. 
Everyone can do something to contribute to the early detection and prevention of 
many cancers, no matter what their role may be. All health professionals especially 
those who have direct contact with patients are uniquely placed to pass on health 
promotion messages. Also, there are areas where improvements could be made which 
would contribute to the overall monitoring of the progress towards targets. One such 
area is the collection of cancer registration data where there is a need to improve the 


timeliness, validity and accuracy of the information collected. 


Europe Against Cancer 

On the international front, the Department of Health (DH) has supported, the 
“Europe Against Cancer Programme,’ since its inception in 1985, which is a campaign 
aimed at reducing the number of deaths from cancer by 15% by the year 2000. The 
programme’s main themes are prevention, public information and education, training 


and the co-ordination of research. 


Health of the Nation 

The emphasis of the Health of the Nation strategy is on disease prevention and health 
promotion as ways of improving the health of the population as a whole. It seeks to 
change the focus of the NHS towards health rather than treatment. This handbook 


therefore concentrates mainly on prevention. 


However, the importance of treatment and palliative care cannot be overlooked. The 
further improvement of these services will be essential to secure an appropriate 
balance between prevention and treatment and so ensure improvement in the quality 


as well as the quantity of life. 
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Structure of the handbook 


Chapter 1 provides a brief epidemiological overview of the four cancers. 


The four chapters on lung, breast, cervical and skin cancer (Chapters 2-5) are all 
constructed around the same list of ten key steps which local managers will need to 


take in order to implement the Health of the Nation strategy. These are: 





Chapter 6 provides a list of useful contacts. 


Common issues 

Local information 

When ‘sketching the local picture’, local needs assessments will highlight further 
information requirements. This is dealt with in each of the four chapters. However, 
the Department of Health is carrying out a Health Survey Programme, which is of 
relevance to all of the chapters. This includes a number of initiatives which will 
provide national data which are relevant to some of the Health of the Nation key 
areas (eg. the Health Survey for England on cardiovascular disease, the National 
Psychiatric Morbidity Survey, and the biennial Dietary and Nutritional Surveys). 
Whilst these will also provide some subnational (local) data, local areas may wish to 
carry out their own surveys to assess the health needs of their populations, or seek 
possible existing information from their Departments of Public Health, local 


University Departments of Epidemiology/Public Health or Institutes of Public 
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Health. Surveys of this kind may already be underway and a review of these should 
be complete by the end of 1992. At the same time an NHS Survey Advice Centre 
is being set up to provide information and expertise on survey methodology, and 


to help to ensure comparability between different areas. 


Local needs assessment 
Monitoring, evaluation and research are essential and integral parts of the health 
strategy and although these are dealt with in each of the four chapters, many of the 


principles that apply are common to all, and will therefore be discussed here. 


Monitoring 

Monitoring generally involves looking at routine data to find out what is 
happening as an initiative progresses. In the health strategy, monitoring will need 
to be based on indicators of achievement of the targets specified in the White 
Paper - ‘primary’ indicators — and on a larger set of ‘supplementary’ indicators. 
These latter indicators will include measures of action taken to achieve targets as 
well as measures of intermediate changes in behaviour, precursors of disease and 
the incidence of disease. The Department of Health has recently published 
information on primary indicators which will be used centrally to monitor 
national progress towards targets in the White Paper (“Department of Health. 
Specification of National Indicators. London: HMSO, 1992”). These indicators 
will also be relevant to monitoring progress at a local level. Work is in hand to 
develop supplementary indicators for national and local use for each of the key 
areas. Ideas for local monitoring of progress and for appropriate primary and 


supplementary indicators are discussed in more detail in the four chapters. 


Evaluation 

Evaluation generally involves looking back at some point during or after an 
initiative to see whether it is achieving its objectives and to try to understand why. 
Typically, this involves collecting more detailed information on process and 
outcomes than is available from routine data. An important aim of evaluation may 
be to suggest ways in which an initiative can be developed and improved. Forms 


of evaluation range from relatively informal reviews of process and outcome to 
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more formal, in-depth studies seeking answers to clearly formulated questions in 
much the same way as research. In general, however, evaluation involves looking 
at all aspects of an initiative to allow overall conclusions to be drawn about it, 


whereas research is more selective. 


Research and development 

A new R&D strategy for the NHS was announced by Ministers in 1991. A 
description of the strategy can be found in “Research for Health” published in 
September of that year. The broad objective is to ensure that the content and 
delivery of care in the NHS is based on high quality research relevant to 
improving the health of the nation. NHS funding for R&D is being expanded and 
focused on the needs of the service. The new Central Research and Development 
Committee is advising on R&D priorities for the NHS on the basis of input from 
NHS managers and health care professionals, co-ordinated by regions. Within this 
national framework of priorities, regions will identify their own particular areas of 
interest. R&D funded by the NHS will be commissioned and managed by regions 
who will work closely together to avoid unnecessary duplication of research 


between and within regions. 


The R&D strategy is focusing on formal research and experimental development 
projects of direct value to the NHS. Work in the programme will address 
questions in such a way that the findings will be of value to those facing similar 
problems outside the specific context in which the study is conducted. Projects 
will follow formal written protocols, be peer reviewed and be intended for 
publication. Information systems are being developed to improve the 


dissemination to NHS decision makers of research findings of value to the service. 


The R&D strategy will support the health strategy by investigating effective and 
efficient ways of achieving targets in key areas and by exploring other areas where 
research is needed before targets can be set. A review of R&D priorities in relation 
to cardiovascular disease and stroke (also looking at R&D needs related to 
smoking), taking account of health strategy targets, will be complete early in 1993. 


Further R&D reviews will include services for people with physical and complex 
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disabilities. The success of all this work in identifying and addressing NHS needs 
will depend upon those implementing the health strategy at the local level putting 
forward and developing ideas for research in collaboration with experienced 


research workers and the new regional R&D functions. 


Links with other handbooks 
This handbook covers, in detail, smoking interventions needed to achieve both the 
lung cancer target and also the coronary heart disease (CHD) and stroke targets. The 


majority of chapter one has therefore been annexed to the CHD and Stroke 
handbook. 


Resources and Contacts 

At the end of each of the four cancer chapters (2-5) and chapter six, are lists of 
resources and useful contacts. These lists do not claim to be fully comprehensive 
though they endeavour to give examples of many of the resources and organisations 
currently available. Inclusion of material in these lists does not imply 


recommendation by the Department of Health. 
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1.1 


1.2 


1.3 


EPIDEMIOLOGY 


LUNG CANCER 

Primary lung cancer is the commonest form of malignant disease in the Western 
world. In England there were almost 34,000 new cases in the most recent year for 
which data are available (1987). It is the commonest cancer in men and the third 
commonest in women. Although the dominant cause of lung cancer is smoking, the 
disease is diverse histologically and in its clinical behaviour. For this reason it is 
difficult to generalise about treatment and prognosis in most cases. All patients with 
suspected or probable lung cancer should be referred to an appropriate specialist 
for evaluation and advice about appropriate management. Many will require no 
specialist treatment but nearly all will require good palliative care and support during 


their illness. 


Incidence, mortality, age, sex trends and targets 

The short clinical course and poor prognosis means that mortality data provide a good 
approximation to incidence. Mortality rates for males and females aged under 75 
years are shown in figures 1 and 2. Lung cancer is uncommon under the age of 35 
years. It remains the most prevalent cancer among men over 65 years, among women 
breast cancer is the most frequent, lung cancer is increasing. Unlike women, there is a’ 
downward trend in lung cancer deaths for men in all age groups, since over previous 


decades more men than women smokers have given up. 


The prognosis depends very much on the type of cell which forms the cancer, the 
histology, the extent of spread and the general state of health of the patient at 
diagnosis. Approximate figures show that at five years the survival rate is 5%. With 
nearly 34,000 new cases a year this represents about 1,700 patients still alive and it is 


hoped that some at least of them are actually cured. 


Aetiology and risk factors 


1.4 Lung cancer is a lethal disease for which a number of causative factors are known: 


@ Smoking 
~ active smoking — approximately 80% of lung cancer is associated with 


smoking (some 26,000 deaths a year) 
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~ passive smoking — several hundred deaths occur in non-smokers as a result 


of inhaling environmental tobacco smoke over many years 


Occupation factors 
~ exposure to eg. radioactive minerals, asbestos, nickel, chromium, coal gas, 
metallic iron and iron oxides 
~ asbestos — smoking increases the risk of lung cancer in exposed people by 
approximately 40-fold 
~ radon — about 5% of lung cancer deaths in the UK are attributed to radon, 


however, the risk for smokers is about 10 times that for non-smokers. 


Diet - certain dietary factors may be: 
~ protective — eg. Beta-carotene and other factors in vegetables 


~ increase risk — eg. dietary cholesterol, animal fat and saturated fatty acids. 
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Death Rates for Lung Cancer 
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* Rates are calculated using a 3 year average plotted against the middle year of average 


+ Rates are calculated using the European Standard Population to take into account 
differences in age structure 


Source: OPCS (ICD | 62) 
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2.2 


2:3 


2.4 


ze 


BREAST CANCER 
Breast cancer is the most common malignant tumour of women in Western 
industrialised countries and its incidence has increased slowly during the past 


30 years. 


Incidence, mortality and targets 

Internationally there is considerable variation in the incidence of breast cancer, rates 
are particularly low in developing countries and Japan. Countries with traditionally 
low incidence however are now experiencing the greatest increase in new 


diagnoses. 


In England about 22,000 new cases were reported in 1987. Age specific incidence 
rates (rates per 100,000 population per five year bands) are published by OPCS. 
Analysis by age groups (based on England and Wales data) show that rates rise sharply 
from the age of 30 years. 


In 1991 there were about 13,000 deaths in England, about 11,500 (89%) occurring in 
women of 50 years and over. In ‘operable’ breast cancer relative survival rates at five 
years are around 70%. Analysis of data from recent randomised studies demonstrate 
survival benefit among premenopausal women receiving chemotherapy and in post- 
menopausal women receiving adjuvant endocrine therapy. With locally advanced 


breast cancer or metastatic disease survival at five years is between 25%-50%. 


Risk factors 
The causes of breast cancer are not fully understood, most of these (see below) appear 
to operate through hormonal mechanisms. At present there is no established way of 
preventing breast cancer. Risk factors currently include: 

® early onset of menstruation 

@ late menopause 

@ age at first full-term pregnancy (older mothers at greater risk) 

@ obesity 

@ excessive alcohol consumption 


@ benign breast disease 
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3.1 


3.2 


3.3 


3.4 


@ not breast feeding (possible link) 
@ genetic predisposition 
@ oral contraceptives (possible link) 


@ socioeconomic factors (commoner in social classes I and I). 


CERVICAL CANCER - EPIDEMIOLOGY 

Mortality and Morbidity 

Within the developed world, England and Wales have one of the highest death rates. 
There has been a slight fall in the registration rate over the last twenty years and a 
somewhat larger fall in the death rate (Figure 3). A notable feature of the trend in 
incidence has been an increase in the small number of cases of cervical cancer in the 
younger age groups (Figure 4). However, cervical cancer most commonly presents in 
women in their early sixties. Within England, the highest regional death rate 


(Mersey) is double that of the lowest (Oxford) (Figure 5). 


Aetiology and risk factors 

Pre-Cancerous Change - There is a continuum of cervical neoplastic disease, through 
cervical intra-epithelial neoplasia (CIN) grades 1, 2 and 3, to invasive cancer. 
However, although a substantial proportion of such non-invasive abnormalities, 
especially CIN 1, regress spontaneously the condition has a tendency to advance, 


usually over a period of many years. 


Cervical Cancer - The root cause of this cancer remains unknown but a sexually 
transmitted infection (possibly human papilloma virus) has been implicated. Women 


in the lower socio-economic groups have the highest rates of the disease. 


Risk factors 
The risk of developing cervical cancer is closely related to: 
® sexual habits - eg. age at first intercourse; multiple partners for the women; 
multiple partners for the male partner ie. the risk for a woman is raised with 
the number of sexual contacts her partner had; 


@ smoking - ie. doubles susceptibility to the disease. 
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Incidence and Death Rates for Cervical Cancer 
All Ages 1971—1991 Figure 3 


105 
100 

Incidence rates* 
95 
90 
85 
80 
75 


70 


65 


Death rates t 


60 





1971 1973 1975 1977 1979 1981 1983 1985 1987 1989 1991 


* England and Wales 
t England (standardised for age) 


Source: OPCS (ICD 180) 





Incidence Rates for Cervical Cancer by Age 
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Standardised Mortality Ratios* for Cervical Cancer by RHAs 
All Ages -1990 Figure 5 
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4.1 


4.2 


4.3 


SKIN CANCER 

Mortality and morbidity 

Malignant Melanoma (MM) is an uncommon but aggressive form of skin cancer 
which develops in the pigment-producing cells of the skin. Once developed, half 
the people will die of it. 


Non-Melanotic Skin Cancers (NMSC). The majority of these are basal cell and 
squamous cell cancers. These types tend to develop more slowly in old age and 
although they may be relatively simple to treat and are rarely fatal, they affect large 
numbers of people. A patient who neglects an NMSC may suffer gross local 


morbidity. 


It should be noted that the figures in respect of NMSC are likely to be an under- 
estimate of the actual numbers of cases because registration is known to be both 


incomplete and variable. 


Skin Cancer Incidence in England (1980-1987) 
MM (ICD 172) NMSC (ICD173) 

1980 S27 18,965 

1981 1952 20,035 

1982 1,990 19,742 

19383 2,080 20,981 


1984 2,083 20,892 
1985 2,494 21,994 
1986 2,635 25.205 
1987 2,936 24,604 


Source: OPCS 





4.4 There were 1091 recorded deaths from MM in 1991, compared with 815 in 1981. 


The incidence of both these cancers is likely to increase further over the next few 
years since cancer induction takes place many years before the cancer becomes visible 


or causes symptoms. Prevention is thus very much more relevant for young people 
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than for those in the older age-groups in whom past over-exposure to the sun will 


result in cancers continuing to develop in the short term. 


Aetiology and risk factors 
4.5 Non melanotic skin cancer: 


@ chronic sun exposure is known to be a major cause. 


4.6 Malignant melanoma: 
@ episodes of sunburn in childhood: severe sunburn (ie painful for 2 days or 
more) 
© country of origin - for populations with the same skin colour, the nearer the 
equator, the higher the incidence (the incidence is 10-12 times higher in white 
than black-skinned people living the same life-style) 
@ skin type - among white-skinned individuals - fair skin which burns easily and 


tans poorly is at most risk. 
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Risk Factors for Development of Melanoma in an Individual 


Relative Risk 
Hair colour Blonde or red 


Skin type ie. 


@ Type 1 white skin, never tans, always 
burns; 


@ Type 2 white skin, burns initially, tans 
with difficulty; 


@ Type 3 white skin, tans easily, burns rarely; 


@ Type 4 white skin, never burns, always 
tans (Mediterranean type); 


@ Type 5 brown skin; 
@ Type 6 black skin. 


Those at highest risk of sun-induced skin 
cancer have skin types 1 and 2, while those 
with skin types 3, 4, 5 and 6 are at less risk. 
Skin type does not change with age, but skin 
types 1-4 are difficult to determine in young 





children. 
History of severe sunburn eee a 
Previous primary melanoma Risk of second 





primary 


Large numbers of ‘normal’ naevi Young people, 20-30 
over 100 naevi 

Dysplastic naevi No family history | 4-10 
of melanoma 

Dysplastic naevi Family history of | 100-400 
melanoma 


Having a mole changing in shape or colour 


Source: Cancer Research Campaign 
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1.1 


1.2 


LUNG CANCER 


INTRODUCTION 


HEALTH OF THE NATION 


Targets on Lung Cancer and Smoking 

To reduce the death rate for lung cancer by at least 30% in men under 75 
and 15% in women under 75 by 2010 (from 60 per 100,000 for men and 
24.1 per 100,000 for women in 1990 to no more than 42 and 20.5 


respectively). 


To reduce the prevalence of cigarette smoking in men and women aged 


16 and over to no more than 20% by the year 2000 (a reduction of at least 


35% in men and 29% in women, from a prevalence in 1990 of 31% and 


28% respectively). 


In addition to the overall reduction in prevalence, at least a third of 
women smokers to stop smoking at the start of their pregnancy by the 


year 2000. 


To reduce the consumption of cigarettes by at least 40% by the year 2000 


(from 98 billion manufactured cigarettes per year in 1990 to 59 billion.). 


To reduce the smoking prevalence among 11-15 year olds by at least 


33% by 1994 (from about 8% in 1988 to less than 6%). 





Primary lung cancer is the most frequently occurring tumour in men and the third 
most frequent in women. It has a very poor prognosis and only about 5% of patients 


are alive five years after the diagnosis has been made. 


The main elements in the management of lung cancer are prevention, diagnosis and 


treatment, and palliation. 
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Prevention 


1.3. This might include the following: 


1.4 


1.5 





Early detection 


To date no useful screening method exists so that it is rarely possible to detect lung 


cancer in the individual patient before the onset of symptoms. 


Diagnosis and Treatment 
Issues include: 
@ Diagnostic tests 
@ Assessment of suitability and staging to determine appropriate management 
(which might include surgery - the best hope of complete cure is surgical 
resection) 


@ Radiotherapy and chemotherapy (which play an important part). 


General practitioners and other primary care personnel should be involved at all 
stages, and their contribution needs to be integrated with that of those working in 
secondary and tertiary care if high quality services are to be provided for patients with 
lung cancer. Prompt referral for a chest radiograph is essential and nearly all districts 
in England now have an open access GP X-ray service. Patients with the possibility 


or probability of lung cancer need to be seen promptly by a specialist. 


Palliation 


1.6 Palliative care teams may be active in hospitals, hospices and patients’ homes. The 
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primary care doctor is responsible for ensuring that all services that are needed are 
provided. This might include: 

@ General care and support services for the patients and family 

@ Symptom control (eg. pain, cough, breathlessness) 

@ Specialist palliative treatment (eg. radiotherapy, chemotherapy and surgery) 


@ Bereavement care and counselling. 


High quality diagnostic and treatment services (including palliative care) are 
important. Some relevant sources of information on these areas are briefly 
summarised in Appendix I. However, primary prevention is the principal means of 
materially reducing the mortality and morbidity to which lung cancer gives rise. 


The bulk of this chapter therefore deals with prevention. 


Smoking as the main risk factor 

Smoking is the main risk factor associated with lung cancer (see below). It is also a 
major risk factor for cardiovascular diseases (see the CHD and stroke handbook). The 
main risks from smoking are: 

@ at least 80% of lung cancer is associated with smoking, some 26,000 deaths a 
year 

@ up to 18% of CHD deaths (approximately 25,000) and 11% of stroke deaths 
(approximately 7,000) in England are estimated to be due to smoking 

@ increased risk of chronic bronchitis and emphysema, and other cancers (of the 
larynx, pharynx, oral cavity, oesophagus, pancreas and bladder) 

@ there is considerable evidence which links maternal smoking during 
pregnancy with increased foetal and neonatal mortality, low birth-weight and 
delayed physical and mental development of infants 

@ an increased incidence of serious illness in the infants of smoking parents 
(recently estimated as doubling the risk) 

@ increased incidence of asthma symptoms (recently estimated as double), and 
‘glue ear’ (up to a third of cases attributable) in children of smokers 

@ of the order of several hundred lung cancer deaths each year may occur in non- 


smokers as a result of inhaling environmental tobacco smoke over many years. 
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1.9 This chapter therefore focuses on the contribution the NHS can make to the 
achievement of the Health of the Nation targets for the reduction in smoking. The 


specific commitments for the NHS on smoking are set out in Appendix II. 


1.10 To achieve the targets it is necessary both to reduce the number of people smoking 
and the number of people starting to smoke. It is worth emphasising that both aspects 
are important — a focus on prevention alone is unlikely to deliver the Health of the 
Nation targets. For example, the Chief Medical Officer noted in his 1991 Annual 
Report that “a more marked reduction in adult smoking may be required before 


teenagers’ attitudes are significantly affected”. 


1.11 Giving up smoking greatly reduces the health risks (US Surgeon General’s Report 
1990 - “Health benefits of smoking cessation”): 

@ the risk of death for former smokers compared to that for continuing smokers 
begins to decline shortly after giving up until after some 15 years of abstinence 
it returns to that of those who have never smoked 

@ smoking cessation substantially reduces the risk of CHD among men and 
women of all ages. The excess risk of CHD is reduced by about half after one 
year of abstinence and then declines gradually, until after 15 years it is similar 
to that of never smokers 

@ smoking cessation also reduces the risk of stroke: studies have shown that the 
risk returns to the level of ‘never smokers’ within five, or up to 15 years 

@ for lung cancer a 30% to 50% reduction in risks has been reported after 10 
years abstinence, and 50% after only a few years for bladder cancer. Cervical 
cancer risks are also substantially lower after a few years of abstinence 

@ women who stop smoking before becoming pregnant have infants of the same 


birthweight as those born to women who have never smoked. 


1.12 The NHS is far from being the only player in efforts to achieve the targets for the 
reduction in smoking. The Health of the Nation sets out an overall strategy to achieve 
the targets. The overall strategy is being taken forward by an interdepartmental task 
force. Membership and terms of reference of the task force on smoking are set out 


for information at Appendix III. The task force will be publishing a more detailed 
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implementation programme, taking forward the strategy, in due course. The strategy 
includes action covering all available measures, including price, smoking policies in 
public places and workplaces, controls on tobacco advertising and promotion, health 


education and illegal sales. 


Nevertheless, the NHS does have a central role. Each year in England it is estimated 
that 226,000 people are admitted to a National Health Service hospital on account of 
a disease caused by smoking. These patients together account for almost 2.6 million 
days in a hospital bed each year, at an estimated cost to the NHS of £325 million 


each year. Out-patient and primary health care costs are additional to this figure. 


Areas for action on smoking prevention and cessation are developed further below. 
The material is not intended to be a prescriptive list of steps, as some parts of the 


NHS will be further advanced than others in tackling this agenda. 
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AREAS FOR ACTION TO REDUCE SMOKING 


SKETCH THE LOCAL PICTURE 


In looking at the health needs of their local population, NHS authorities need to: 


assess local data on smoking prevalence, cigarette consumption and mortality, 
including trends, in comparison with national information and data for similar 
populations 

establish the baseline against which targets can be set and progress monitored 
review existing levels of health promotion services on smoking 

define local priority groups (eg. manual workers, young mothers, teenagers 


etc) and the balance of action between prevention and cessation. 


2.2 Set out below are sources of statistical information on smoking and its health 


consequences. Information available from national surveys or data collection systems 


at a regional or more local level is highlighted. 


Mortality data 


2.3 The main sources of mortality data are: 


OPCS mortality statistics — Data on numbers of deaths by International 


Classification Disease Codes, age and sex is collected by the Office of _ 


Population Censuses and Surveys (OPCS). Data is available at ward level and 
published for RHAs, DHAs, FHSAs and LAs. 

The Health Education Authorites (HHA) “Smokinesepidemicrma (Cie 
Smoking Epidemic - Counting the Cost” is a report setting out the most 
up-to-date estimates of the number of deaths attributable to smoking in the 
UK and the burden smoking places on the Health Service in terms of use of 
hospital beds and associated costs. The data is broken down by health authority 
and local government district and provides a useful tool for health promoters 
to target local programmes and campaigns. A number of assumptions have had 
to be made in estimating local data. An example of the data is attached at 
Appendix IV for illustration. “The Smoking Epidemic - A Manifesto for 
Action” by the Health Education Authority, breaks down this data by UK and 
European Parliamentary constituency. (Copies were sent to all Directors of 


Public Health, FHSAs and Health Promotion Units). 
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Morbidity data 
2.4 The main sources of morbidity data are: 

@ RHA cancer registers — Each RHA maintains a register of all cancers diagnosed 
and these data are available by DHA. These registers are brought together into 
a national cancer registration scheme by OPCS. The guidance on lung cancer 
set out in “First Steps for the NHS” (NHS Management Executive) November 
1992, emphasised the importance of improving the completeness, timeliness, 
and accessibility of cancer registration data. 

@ GHS data -The General Household Survey (GHS) is carried out annually and 
collects information about illness nationally and by standard health region. In 
the future, data will be presented by RHA. 

@ The Public Health Common Data Set —-The Department of Health publishes 
annually the “Public Health Common Data Set” which is derived from data 
provided by OPCS and presents a range of health indicators by RHAs, DHAs 
and FHSAs, including mortality data and cancer registrations; comparison with 
national and local data is possible. The data include Standardised Mortality 
Ratios (SMRs) and their confidence limits, as well as age specific death rates 
for men and women for a number of ICD groupings (including lung cancer, 
cancer of the cervix, coronary heart disease and cerebrovascular disease). There 
is also further information on years of life lost from the diseases listed, as well 
as from other diseases which may be of interest (eg. bronchitis and 
emphysema). In October 1992 the University of Surrey produced subnational 
(local) baseline data relating to targets set in Health of the Nation. This has 
been circulated to all HAs on disc. A national volume including presentation of 
data, maps and scattergrams is due to be published early in Spring 1993. 

@ Royal College of Physicians’ reports on the effects of smoking have quoted 
both morbidity and mortality data. The most recent of these reports “Smoking 
in the Young” (published 1992), quotes morbidity data for the effects of both 


active and passive smoking on infants and children. 
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Smoking prevalence and cigarette consumption data 


Specification of national indicators 


2.5 At the end of 1992, the DH published a document setting out the information used 


to monitor progress towards the Health of the Nation targets (including detailed 


definitions). Initially the document will be restricted to primary indicators — ie. those 


measures relating directly to the targets specified. Work is also under way to identify a 


larger set of ‘supplementary’ indicators including measures of various actions taken to 


achieve each of the targets as well as measures of relevant intermediate changes in 


behaviour, disease precursors, and disease incidence. Details of these supplementary 


indicators will be published in due course. 


Existing information sources 


2.6 The main sources of information on smoking prevalence and consumption are: 


The GHS survey of adults -The GHS collects data on smoking habits of adults 
in alternate years only. Information on smoking includes trends over time in 
the general population aged over 16. The report is generally available about 
one and a half years after the survey is completed. The first year for which 
information was tabulated by RHA was 1990. This includes data on the 
average number of cigarettes men and women smoke a day, and the proportion 
of people who are current and ex-smokers. 

The OPCS survey of secondary schoolchildren - OPCS have been carrying 
out biennial surveys of smoking among secondary school children since 1982. 
The survey covers first to fifth formers who were mainly 11-15 at the time. The 
last two surveys have had half the children cotinine tested (saliva tested for the 
presence of cotinine — a major metabolite of nicotine). Some limited regional 
breakdown is available. 

Infant Feeding Survey data on pregnant women — The Infant Feeding Survey 
provides data every five years on smoking in pregnant women. There is no 
regional breakdown of smoking data. 

Family Expenditure Survey - The Family Expenditure Survey carried out 
annually includes household expenditure on tobacco at a regional level. 


HEA MORI surveys — Regular tracking surveys of smoking habits and attitudes 
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among 11-15 year olds have been carried out by MORI for the HEA since 
1989. A limited regional breakdown of data is available. 

@ HEA Health and Lifestyle survey - The HEA Health and Lifestyle Survey 
consists of two parts, a general population sample and a black and ethnic 
minority sample. Data collected includes morbidity, prevention, cessation 
support, workplace and other policies. Some of the 1992 data will be available 
broken down by health region. 

@ Annual reports by General Practitioners — where records of smoking have 
been included. From 1994, more detailed information on smoking prevalence 
in individual practices will be available as a result of changes in the health 
promotion arrangements under the GP contract. Managers should discuss with 
GPs locally ways in which this information might be aggregated to provide a 


useful resource. 


Local needs assessment 
RHAs/DHAs/FHSAs should consider their further information requirements in 
conducting local ‘needs assessment’ analysis. The DHA Project paper “Moving 
Forward — Needs, Services and Contracts” (available from the Purchasing Unit, 
PMD3B, NHSME) highlighted a number of issues for NHS Authorities to consider 
in determining local priorities: 

® epidemiological assessments 

@® comparative assessments 


@ acorporate view taking account of a range of local views and interests. 


In addition, the DHA Project document on lung cancer (publication pending) 
provides a valuable reference point for work in this area. It includes modelling 
processes to calculate the percentage reduction in smoking in the local population 


needed to achieve the lung cancer mortality target. 


2.8 NHS authorities should consider: 


@ local surveys of smoking prevalence and consumption to focus efforts and 
publicise the extent of the smoking problem locally. It is important to 


recognise that RHAs may be able to commission/undertake more specialised 
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research and survey activity which would not be viable at a more local level. 
Examples of the main questions on smoking included in the Trent Health Lifestyle 
surveys for adults and young people are shown in Appendix V. The NHS Survey 
Advice Centre being set up (see introduction) wiil be able to provide advice on 
questions to be asked, for example to help ensure that they provide information 
which is comparable with national data. 
@ reviewing existing levels of health promotion services on smoking prevention 
and cessation. Issues to consider include: 
~ the proportion of smokers who report having received advice from the GP 
or primary health care team to stop smoking 
~ the proportion of smokers who report having received advice to stop 
smoking in secondary care settings 
~ cessation advice and support available to everybody but in particular 
pregnant women (example of good practice —- Appendix VIII) 
~ the effectiveness of existing health education/smoking prevention activities 
~ the level of training of staff providing, or in a position to provide, cessation 
advice 
~ the effectiveness of existing services, eg. cessation clinics 
~ the extent to which NHS premises are smoke-free. 


@ seeking local views (see below). 


SEEK LOCAL VIEWS 
Effective local consultation can be an important part of needs assessment. Such 
consultation needs clear objectives in defining what information is required and what 
it will be used for. The Localities project publication “Local Voices - The views of 
local people in purchasing for Health” (available from the Purchasing Unit, PMD3B, 
NHSMEB), outlines good practice in this area. Examples of issues include: 

@ what help do smokers want from the NHS? 

@ how easy do smokers find it to get support? 

@ what proportion of smokers wish to give up? 


@ what strategies are most popular and effective? 
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4.3 
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NHS authorities should also consider targeting of the main interest groups in seeking 
views, for example: 

@ CHCs and the public, including ethnic minority groups 

@ local voluntary sector eg. local ASH, smokebuster clubs 

@ GPs and other health professionals 

@ local business community, as employers and retailers 

@ local authorities, including providers of public transport 


@ schools, colleges and youth clubs. 


DEVELOP LOCAL ALLIANCES 

Local strategies on smoking need to be fully supported by other agencies eg. 
commerce, local authorities, voluntary agencies, schools etc. This is important as 
targets on smoking need to reach people who are generally not yet ill and therefore 
may not be presenting to NHS facilities. Building a local alliance is important in 
developing a range of approaches to smoking reduction. This is essential in achieving 
a significant and sustained effect on smoking prevalence — focusing on one area alone, 


such as workplace smoking, is not sufficient to achieve major change. 


Purchasing authorities need therefore to stimulate the commitment of others outside 
the NHS. Annual public health reports could include smoking as a standard feature 
defining targets to be achieved and action required by the NHS and other sectors. 
Setting up a ‘tobacco control alliance’ in the area is another mechanism for developing 


a common agenda and goals. 


The HEA are supporting the development of a local ‘tobacco control’ network in 
West Yorkshire. Eight DHAs, five FHSAs, five LAs and the voluntary sector, are 
represented on the network. The HEA intend to disseminate lessons from the 


network in due course. 


Employers/unions 

Health authorities and providers should play an exemplary role in illustrating the 
dangers of smoking by implementing the “Health At Work in the NHS” initiative. 
This aims to introduce a systematic health-workplace programme throughout the 


NHS and engage all NHS staff in health education and health promotion. 
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4.5 The implementation of NHS smoking policies will encourage other employers and 


the general public to take steps to avoid the risks of exposure to tobacco smoke. 


Those employers who do not have a smoking policy can be encouraged to introduce 


one urgently. 


4.6 Advice on workplace smoking issues is available from (see Appendix XII for 


addresses): 


Action on Smoking and Health (ASH) Workplace Services provides 
professional advisory services to all those interested in smoking policies in the 
workplace; by way of training seminars, a comprehensive manual and 
consultancy services 

QUIT Corporate Health Services offer professional advice on smoking 
programme implementation and cessation activities together with experienced, 
practical help for smokers who want to stop at work 

the HEA provides written information and guidance, together with Look After 


Your Heart Workplace Activities. 


Local authorities (LAs) 


4.7 LAs have a very important role to play in reducing smoking because of their special 


expertise and responsibilities, particularly at the level of policy, in the following areas: 


LAs are major employers 

LAs both provide and purchase services for the general public 

LAs are responsible for many public buildings, leisure and sports facilities (the 
Department of Environment “Code of Practice on Smoking in Public Places” 
(see Appendix XI) sets out overall policy in this area) 

Environmental Health Departments are responsible for the health and safety 
of 40% of the workforce and 60% of work places eg. pubs, restaurants, cafes 
Trading Standards Officers are responsible for protecting children from illegal 
tobacco sales, particularly by monitoring the implementation of the Children 
and Young Persons (Protection from Tobacco) Act 1991. Local authorities also 
have a new duty under the Act to review enforcement of the law and refer to 


the review in their Annual Reports. 
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4.10 


LAs should be encouraged to initiate smoking policies and make tobacco control the 


responsibility of a named person within the LA. 


Health authorities often find it easier to work with local authorities if there are joint 
funding initiatives. For example, some health and local authorities jointly appoint a 
Health for All Co-ordinator (eg. Winchester). Similarly, a number of “Healthy City 


2000” projects are jointly managed by health and local authorities. 


Schools (whether opted out or not) and educational establishments 

Health authorities can work with schools to ensure that education about smoking 
takes place as part of a school’s programme of health education. Action can be taken 
with all schools (including those taking part in the Healthy Schools initiative) to 
encourage them to introduce smoking policies. Guidance on the implementation of 


such policies will be available from the HEA in April 1993. 


Local voluntary sector organisations 


4.11 The voluntary sector are actively involved in health promotion and should be 


4.12 


involved in local tobacco control strategies. The two main voluntary organisations 
involved in smoking prevention are ASH and QUIT. ASH has a network of regional 
branches, some of which are much assisted by grants from their local health 


authorities. 


Media 
NHS authorities should develop local media contacts to ensure that they regularly 
publicise health education messages and participate in media campaigns (eg. around 


No Smoking Day). 


Health professionals including cancer specialists 


4.13 The most credible sources of health education messages to the public are doctors and 


those who treat smoking related diseases such as cancer specialists, thoracic surgeons 
etc. and consideration should be given to using their expertise in the health 
promotion context. However, health promotion is not the exclusive preserve of any 


professional group. As the “Health of the Nation” White Paper makes clear, active 
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partnerships between groups and individuals will add significantly to the 
opportunities for progress towards targets. For example, pharmacists have much to 
offer local health authority managers as an increasing number of local initiatives 
demonstrate. The anti-smoking campaign launched by Liverpool FHSA in 11 
pharmacies at the end of September 1992 is an imaginative use of the pharmacists 


professional skills. 


ASSESS AVAILABLE INTERVENTIONS 

Consider Interventions for the NHS as a Purchaser 

Activities led by FHSAs 

In order to raise awareness of smoking as an issue to be addressed by everyone in 
primary care FHSAs should consider initiating/developing the following range of 
activities. Many of these activities would benefit from being undertaken with the 


local DHAs, contractors and in partnership with other agencies where appropriate. 


A lead role within the FHSA could be taken by the health promotion manager or 
primary care facilitator. FHSAs should recognise the potential for a full range of 
health professionals to make a contribution. For example dentists are well placed to 
give advice given their one to one relationship with patients who are generally 
healthy and who attend regularly. Dentists also have a particular interest given the 
links between smoking and periodontal disease and synergism with alcohol for 


oral cancer. 


Options for action are: 

@ encouraging GPs to have smoke-free policies for their premises. GPs should be 
made aware of the general guidance for NHS premises in HSG(92)41, and 
should be encouraged to meet similar standards 

@ encouraging GPs to record in a quantified way the smoking status of their 
practice list and provide advice and support to help smokers give up. The 
changes negotiated in the GP contract will provide remuneration 


arrangements for GPs taking part in such activity 
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FHSAs should set themselves targets to assess the effectiveness of their role in 
facilitating health promotion in general practice. GPs participating in the new 
arrangements for health promotion under the GP contract will provide to 
FHSAs annual reports, including quantified information on morbidity and risk 
factors. The primary use of this information is to support practices’ own health 
promotion work. Managers could also discuss with GPs locally how this 
information might feed into the supplementary indicators (see paragraph 7.1) 
encouraging good practice in developing practice guidelines for managing 
smokers. Appendix VI provides an example of such guidelines 

stressing the usefulness of building up computerised practice health profiles. 
This will enable practices to monitor any changes in numbers or age 
distribution of smokers. Attached at Appendix VII and Appendix VIII are 
examples of smoking intervention and audit. These provide forms to be 
completed on adult smokers in general and also on pregnant women, together 
with completion notes 

offering training in smoking cessation advice for at least one key member in 
each practice, for example the practice nurse 

encouraging the inclusion of smoking cessation services in practice leaflets 
FHSAs should approach Regional Advisors in General Practice with a view to 
establishing formal evaluation of existing training for GPs and their practice 
staff on both smoking prevention and cessation 

FHSAs should discuss with Medical Audit Advisory Groups how to encourage 
the inclusion of smoking within the Medical Audit Programmes (both 
prevention and cessation for established smokers) 

FHSAs could work jointly with Directors of Public Health to facilitate GPs in 
improving the quality of the data from general practice. They should discuss 
with GPs locally incorporation of such data into the DPH’s annual reports, to 
monitor changes in the smoking status of the population (as reflected in 
practice health profiles) 

FHSAs/LDCs/LPCs have a role in encouraging dentists, opticians and 
pharmacists to identify smokers, provide health promotion advice and display 


health education materials on smoking. FHSAs could consider developing 
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separate protocols for dentists, opticians and community pharmacists to help 
identify and encourage those patients and customers who wished to give 
up smoking 

@ FHSAs/LDCs/LPCs should develop and implement “no smoking” policies 
within dental practices, opticians and pharmacies 

@ FHSAs to ensure that primary care professionals for example dentists and 
pharmacists, have details of local smoking cessation clinics for dissemination 
and receive appropriate training in the provision of health promotion advice 


e@ FHSAs should participate in community campaigns, such as No-Smoking Day. 


Activities led by DHAs 

DHAs, Joint Commissioning Teams and other purchasers should consider including 
the following range of health promotion issues on smoking in contracts. Many of 
these activities would benefit from being undertaken with local FHSAs, local 
providers and in partnership with other agencies where appropriate: 

@ ensuring through contracts, possibly as a joint post with the FHSA, that 
sufficient health promotion expertise exists at provider level in the district. 
While contracts should where possible include relevant local outcome targets, 
there may also be value in intermediate targets at early stages, eg. aim for the - 
full time equivalent of at least one health promotion worker focusing on 
smoking issues at provider level 

@ ensuring through contracts that health promotion becomes an integral part of 
the skills of a wide range of health workers, and that there is formal evaluation 
of existing training for health professionals on prevention 

@ ensuring that smoking (both prevention and cessation for established smokers) 
has a high priority within Medical Audit Programmes 

@ ensuring that smoking cessation leaflets and counselling are available for 
patients on admission to hospital, if appropriate after smoking history has been 
ascertained. All outpatient areas (including ante-natal, paediatric and baby 
clinics) should display health education materials, including posters and leaflets 
on the effects of active and passive smoking 


@ health education displays on paediatric wards should cover the effects of 
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passive smoking on infant/child health, HEA Teenage Smoking Programme 
materials on the negative imagery of active smokers, and “SmokeBusters” 
information 

@ ensuring that advice is given to pregnant women attending antenatal clinics 
(Appendix IX provides a summary of work in Nottingham, partly supported by 
the HEA, to reduce the prevalence of smoking in pregnant women) 

® encouraging health professionals in contact with pregnant women and new 
mothers to make full use the HEA’s parent education project which provides 
advice on both one to one and group work throughout the antenatal period 
and first year of parenthood 

@ ensuring that smoking education advice is given to in-patients, for example, 
advice from physiotherapists for post-operative and chest patients 

@ inclusion of information on smoking policy in all pre-admission literature 
given to patients 

@ including questions on smoking in patient satisfaction surveys 


@ consider smoking prevention activities which specifically target young people. 


Purchasers should also insist on a virtually smoke-free environment for patients and 
visitors attending hospital through contracts (HSG(92)41 refers). The joint 
Department of Health/HEA booklet “Creating an effective policy on smoking in the 
NHS?” provides good practice material. It includes a model specification for a service 
contract to cover the policy objective of a virtually smoke-free environment. The 
main points are: 

@ all service providers should have an effective no-smoking policy for patients 
and visitors. A copy of the written policy and any associated documents should 
be available to the purchaser on request 

@ an effective policy is defined as meaning that all premises should be smoke- 
free except for separate, enclosed and adequately ventilated rooms designated 
for smoking and no other purpose (where practical). There should be no 
smoking by visitors, and no sales of tobacco to patients on NHS premises 
(except for long-stay patients who cannot stop smoking). All sales of tobacco 
products on NHS premises (except to long-stay patients who are smokers) 


should have been stopped by the end of 1992 
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@ qualified help should be available for patients who wish to stop smoking. 
Those offering help and support should have attended a recognised course in 
smoking cessation. 

@ all in-patient and out-patient information (such as preadmission literature) 


should refer to the policy on smoking. 


Health Promotion Departments could contact FHSAs and practices to assess the 
need for supplies of appropriate leaflets and educational resources. DHAs could help 


to ensure that the materials found to be useful are available. 


Media activity/health education campaigns for RHAs/DHAs/FHSAs 

Media and publicity about smoking are particularly important in influencing public 
opinion, and bringing about changes in public policies in favour of smoking controls. 
For example, the publication of the Royal College of Physicians reports in England 
and the Surgeon General’s reports in the USA resulted in significant declines in 
smoking. Key points are: 

@ media campaigns can enhance the impact of direct personal education 
undertaken locally by health professionals, increase the impact of smoking 
prevention work and bring down smoking rates even further. In media 
campaigns, consideration should be given to using the ethnic minority press q 
and, particularly providing information in languages other than English, where 
appropriate 

@ mass media campaigns can be expensive and are therefore only likely to be an 
option at national and/or regional level. The HEA is investigating the effects of 
mass media advertising campaign directed directly towards family smoking, in 
conjunction with local alliances in test areas 

@ purchasers can develop cost-effective communications strategies which 
capitalise on national publicity campaigns in the local media. For example, 
unpaid publicity can be used to highlight the illness and deaths due to smoking 
locally. These figures could be calculated and publicised at regular intervals for 
units such as hospitals, FHSAs etc. (see “The Smoking Epidemic”). A U.S. 
study indicated that a week long series in a local newspaper had an impact 
equivalent to that of 380 clinics causing an estimated 4% of readers to quit 


smoking for at least one week 
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@ participation in campaigns such as No Smoking Day, WHO World No 
Tobacco Day, and ‘Europe Against Cancer’ week also provide important 
publicity hooks. For example, No Smoking Day reaches over 90% of smokers, 
creates massive publicity and has been demonstrated to encourage up to 
50,000 smokers to give up the habit permanently each year. No Smoking Day 
in 1993 is on Wednesday 10 March; while the campaign aims to target all 
smokers, this year it will also target young women in particular. WHO World 
No Tobacco Day is on 31 May 1993; the theme is smoke-free health services. 
The theme of Europe Against Cancer Week 1993 is passive smoking 

@ Directors of Public Health can publish their Annual Reports and actively seek 
publicity in the local media for their smoking prevalence, interventions and 
impact within the area. ‘Position Statements’ on the Health Authority’s policies 
regarding smoking can also be drawn up and then publicised. Copies of the 


HEA’s ‘Position Statements on Tobacco’ are available on request. 


“Headlines” and “Health Education News” are HEA publications for health 
promotion staff which carry information on national health events (all health 
promotion units receive these). These two publications will be replaced by a new 


periodical in April 1993 which will continue to carry this information. 


The HEA HELIOS project (Health Education Local Initiatives on Smoking) can 
offer written guides and individual consultations to assist health promotion officers in 


developing their strategies on media and smoking. 


Consider Interventions for the NHS as an Employer 


5.10 The “Health of the Nation” White Paper commitments to a virtually smoke-free 


5.11 


NHS by 31 May 1993 are set out in Appendix II. All NHS staff should be 
encouraged to recognise that those providing the service set a role model for those 


receiving it. 


HSG(92)41 takes forward these commitments. A joint Department of Health/HEA 
booklet, titled “Creating an effective policy on smoking in the NHS”, provides good 
practice material on implementation. The key action points are: 


@ ensuring that all staff are covered by a no-smoking policy 
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5.12 


5.13 


5.14 


6.2 


6.3 


@ making available advice and support for staff who want to give up smoking, for 
example through the use of occupational health staff to provide a staff 
occupational smoking education programme. NHS employers should consider 
providing smoking cessation clinics for staff prior to implementation of the 
smoking policy 


@ setting aside a limited number of separate smoking rooms, if necessary. 


GPs, dentists, pharmacists and opticians may wish to consider how this initiative can 


be applied to their practices and premises. FHSAs could facilitate and support this. 


It should be recognised that the model policy provides the minimum steps that need 
to be taken by May 1993. Policies which go further than this already exist and NHS 
Authorities will wish to consider them. Appendix X provides as an example the policy 


in South Downs NHS Trust. 


The target date for a virtually smoke-free NHS of 31 May 1993 is also the WHO 
World No Tobacco Day 1993. The theme already chosen by WHO is smoke-free 
health services. NHS authorities and provider units should consider how to maximise 
publicity from their smoke-free status on this occasion, to encourage other employers 


to take similar action. 


IDENTIFY RESEARCH AND DEVELOPMENT NEEDS 

General issues on the R&D programme are covered in the introduction. It will be 
particularly important to local parts of the NHS to identify questions on smoking 
prevention and cessation which could be answered by R & D and ensure that they are 


fed into the region’s R&D committee. 


RHAs could also consider setting up development funds to pump-prime more 
innovative smoking programmes, and then ensuring the results are widely 
disseminated. This could be adopted on a more widespread basis if effective. This 


could be part of wider R&D investment. 


The HEA is conducting a review to explore the role health promotion research will 
play in the development of regional strategies for R&D in the light of the NHS R&D 
strategy and the “Health of the Nation” White Paper. 
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7 
7.1 


AGREE LOCAL TARGETS 
Targets are important for stimulating change, gaining commitment and monitoring 
progress. There are a number of areas where RHAs/DHAs/FHSAs will need to set 
targets, both in taking forward the population outcome targets in the Health of the 
Nation and to ensure adequate local indicators of progress. It will be useful to 
distinguish between: | 
@ sub-national (local) targets for the 5 main targets (lung cancer mortality and 
the four smoking targets) set out in the “Health of the Nation” White Paper. 
RHAs/DHAs/FHSAs may wish to develop this approach, to cover: 
~ whole population targets 
~ particular priority groups (male/female; 11-15 year olds; pregnant women; 
ethnic groups; social class etc.) 
~ intermediate targets before the year 2000 (eg. 1994, 1996, 1998 targets) 
® supplementary indicators of morbidity. Examples could include: 
~ lung cancer incidence 
~ incidence of other smoking-related diseases with a shorter time lag 
® supplementary indicators on services/public attitudes. Examples include: 
~ the proportions of patients on GP practice lists with smoking status 
recorded 
~ the proportion of smokers on GP practice lists receiving GP/primary 
health care team advice on smoking 
~ the proportion of smokers receiving advice on smoking cessation at 
antenatal clinics 
~ this could be supplemented by patient surveys eg. on proportion of smokers 
receiving advice on smoking cessation from GPs/Primary Health Care 
Teams (PHCT) or secondary sector, particularly at antenatal clinics and the 
proportion of smokers in the local population who want to give up 
~ data should be used to assess progress generally within the area and to 
inform policy. A variety of different factors may affect trends, so it is 
probably not possible to evaluate success or failure of an individual agency 


purely from such data. 
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7.2. RHAs/DHAs/FHSAs should work in partnership with local alliances to encourage 


them to set targets in other areas. Examples would include: 


percentage of local workforce covered by no-smoking policies (the national 
target is for the large majority of employees to be covered by a no-smoking 
policy by 1995) 

proportion of public places covered by effective no-smoking policies (the 
national target is for 80% of public places by 1994) 

percentage of schools with no-smoking policies 

local targets concerned with preventing illegal sales of tobacco products to 


under 16s. 


8 AGREE STRATEGIES FOR ACHIEVING LOCAL TARGETS 
8.1 RHAs/DHAs/FHSAs should consider developing and publishing an overall strategy 


for action, working with their local alliance partners and professionals (eg. GPs) 


locally. Such a strategy would cover: 


responsibilities of NHS bodies and alliance members 

the timetable for action, including target dates for progress with particular 
commitments 

issues of joint resourcing 


monitoring arrangements, including reports on progress. 


9 DEVELOP SKILLS AND RESOURCES 


9.1 Fora successful strategy, it is essential that staff receive training to arm them with the 


skills they require. Training should be provided to enable professionals to: 


provide information regarding the health effects of smoking and methods of 
cessation 

assess the risk profile of individual patients 

assess local interventions for reducing smoking prevalence 

build alliances, for example with local authorities, LEAs, employers, local 
voluntary organisations, media and cancer specialists 

use research findings in order to develop health promotion programmes and 


interventions that are appropriate for the target group 
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9.2 


9.3 


9.4 


10 
10.1 


10.2 


10.3 


@ consider local targets 


@ seta local strategy. 


Examples of the resources that are available to support the development of these 


skills are summarised in Appendix XI. 


Advice/materials are ease to RHAs/DHAs/FHSAs on health promotion as 
purchasers from: 
@ the HEA from their individual programmes 
@ Knowledge House who have been commissioned to produce a package 
entitled “Better Living - Better Life”, dealing with health promotion 
interventions to reduce coronary heart disease and stroke (including a section 
on smoking cessation). This was commissioned by the Chief Medical Officer’s 
Tripartite Joint Working Group on Health Promotion in Primary Care 
(GMSC, RCGP and DH), and is being issued to FHSAs with copies for all 
practices and DHAs in January 1993 
@ the HEA Primary Health Care Unit in Oxford, primarily for FHSAs and 


primary health care teams. 


Useful reference materials on health promotion for providers (Trusts, DMUs and 
within them Health Promotion Units and Primary Health Care teams) are available 
from the HEA and many voluntary organisations. Examples of resources can be found 


in Appendix XI. 


MONITORING, EVALUATION AND DISSEMINATION 

NHS authorities should monitor and review progress towards targets on a regular 
basis. Annual public health reports could include as a standard feature a section on 
smoking which defines targets to be achieved and action required by the NHS and 


other sectors and assesses progress to date. 


NHS authorities should use the opportunity provided by such reports to publicise 


local strategies and progress towards targets. 


RHAs should also consider ways of disseminating good practice, for example through 


a ‘smoking issues’ network. 
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Appendix I 


SOURCES OF INFORMATION ON THE MANAGEMENT OF 
LUNG CANCER 


There is a large range of publications on lung cancer. The following (some of which 


are not yet published) might be useful: 


The Standing Medical Advisory Committee (SMAC): Standing Sub- 
Committee on Cancer has formed a Working Group (Chairman: Professor 
Whitehouse) which is producing guidance on “Acceptable clinical practices in 


the management of lung cancer”. 


Timothy A R, (1990). “Workshop on consensus guidelines for management of 


lung cancer”. Clinical Oncology Vol 2, 97-101. 


Hugh Sanderson, Leonie Mountney and Jessica Harris. “Purchasing for Cancer 
of the Lung” PCL from the Wessex RHA Cancer Intelligence Unit - 
publication pending. 

Simon Dickson and Stephen Ryder. (1992). “Contracting for Services in the 


Management of Lung Cancer”. York Health Consortium. 


Royal College of Radiologists (Clinical Audit Oncology Working Party) Lung 


Cancer survey. Clinical Oncology - publication pending. 


Royal College of Radiologists/Royal College of Physicians Joint Council of. 
Clinical Oncology (Consultation Paper: 1992) Treatment Targets for Cancer 


Patients. 


Oxford Textbook of Medicine. Second Edition (reprinted with corrections 


1988). ISBN 0192615513. OUP 1987. 


The Principles and Provision of Palliative Care: Report of the Joint Working 
Party of the Standing Medical Advisory Committee (SMAC) and Standing 
Nursing and Midwifery Advisory Committee (SNMAC) : November 1992. 
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Appendix II 


HEALTH OF THE NATION COMMITMENTS FOR THE 
NHS ON SMOKING 


The commitments are: 


“The NHS has a key role in advising people against smoking, and in helping them to 


stop. Amongst further developments the Government will seek are: 


patients being asked routinely about their smoking habits - GPs will be 
encouraged to record quantified information on patient smoking habits, which 


can then be aggregated in practice profiles 


an increase in the number of smokers visiting their GPs who receive smoking 


cessation advice either opportunistically or in separate clinics 


an increase in smoking cessation advice given to smokers attending hospital 


out-patient clinics 


a high priority given to the provision of advice on smoking and support for 


those wishing to stop 


an increase in the smoking cessation advice given to pregnant women 
attending hospital and GP antenatal clinics, with support for those wishing to 


stop. 


The whole of the health service will need to work towards a virtually smoke-free 


environment for staff, patients and visitors as rapidly as possible. Managers and 


professional staff will need to ensure that advice and support is available for those 


working in the NHS who wish to stop smoking. The individual professions within 


the health service should consider what more can be done to educate and encourage 


those of their members who remain smokers. The NHS should develop an 


exemplary role, leading the way for other employers to follow, including: 


stopping all sales of tobacco on NHS premises except to longstay patients who 


are smokers, by the end of 1992 


ensuring that the NHS is smoke-free except for limited necessary provision of 


separate smoking rooms by 31 May 1993” 
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Appendix III 


INTERDEPARTMENTAL TASK FORCE ON SMOKING 


Terms of reference 


The terms of reference for the smoking task force are: 


“To develop a comprehensive strategy to reduce both smoking prevalence and the 
consumption of tobacco in line with the “Health of the Nation” White Paper targets. 
This strategy should include the commitments in the Health of the Nation, but need 


not be restricted to them. 


“To develop an implementation programme for this strategy; promote co-ordination 
and co-operation between Government Departments and the development of 
healthy alliances at national level; establish mechanisms for monitoring and 
evaluating progress and make recommendations to Ministers on any further steps 


required to achieve the targets for smoking reduction.” 


Membership 
Chair: Department of Health 
Members: Department of Health: Health and Social Services Group 
(administrative and medical); 
NHS Management Executive 
HM Treasury 
Department of Environment 
Department for Education 
Department of Employment/Health and Safety Executive 
Customs and Excise 
Civil Service Occupational Health Service 
Department of National Heritage 
Department of Trade and Industry 
Department of Transport 
Northern Ireland Office (DHSS) 
Scottish Office Home and Health Department (SHHD) 
Welsh Office (WO) 


Secretariat: Department of Health 
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Appendix IV 


SMOKING EPIDEMIC - LOCAL DATA 


DISTRICT HEALTH AUTHORITY 
Central Manchester 


¢ In a year about 1385 people die in Central Manchester. Of these 285 
(20.6% or one in five) die because of their smoking. 


e An estimated 696 residents were admitted to an NHS hospital because 
they had an illness caused by smoking. 


e These patients used an average of 43 hospital beds every day, at an annual 
cost to the NHS of £2.02 million. 


Taste 1. Deaths from smoking attributable diseases 


DISEASE CAUSED BY SMOKING || ALL DEATHS 
Females from these diseases 


Coronary heart disease 

Cerebrovascular disease (stroke) 

Lung cancer 

Other cancers linked to smoking | 

Chronic obstructive pulmonary 
disease 

Other smoking attributable 










The # in the box shows the % of deaths caused by smoking in Central Manchester 
compared with the highest and lowest proportion in England. 





Highest 
11.0% 21% 22.1% 


DISEASE Annual Beds Annual Cost 
Admissions used daily £'000s 


Coronary heart disease 
Cerebrovascular disease (stroke) 

Lung cancer 

Other cancers linked to smoking 
Chronic obstructive pulmonary disease 
Other smoking attributable 


Total smoking attributable 


Note: figures may not add up due to rounding. 









Acknowledgement: We are very grateful to the Health Education Authority for allowing us to reproduce 
this material. 
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Appendix V 


TRENT HEALTH LIFESTYLE SURVEY 


(Questions on tobacco and smoking.) 


The Trent Health Lifestyle Survey is being carried out for the National Health Service. 
It is supported by your Local District Health Authority and Family Health Services Authority. 


Trent 
Health 


For the first time across South Yorkshire and the East Midlands your local 
National Health Service is trying to find out what people think and do about their 
health. This very important project is funded by Trent Health (Trent Regional 
Health Authority). Your help is greatly needed. The information you give will help 
your Local Health Authorities to plan their services in your area over the next few 
years. 





Please help by filling in this questionnaire which will take you 20 to 30 minutes. 
We hope you will find it easy and interesting. The questions are about a number of 
things to do with your health, such as diet. 


Most questions can be answered by putting a tick in the box next to the answer 
you want to give. A few questions ask you to write in a space. Please read and 
answer every question. Return your answers by sealing them in the pre-paid envelope 
and posting them back to us. No stamp is needed. 


Your name was randomly chosen from your local Family Health Services 
Authority’s list of all National Health patients. This list gives the names and 
addresses of all people registered with local family doctors. Your answers will be 
used only by the Trent Health Lifestyle Survey Team. No-one else will see your 
answers. They will be treated in the strictest confidence. Your name will not be 
added to any other mailing list. 


Thank you for your help. 


YAO Yo ans He oithey Csvedy 


Rae Magowan Heather Roberts 

Regional Health Promotion Officer, Director of the Trent Health Lifestyle Survey, 
Trent Health, Dept. Public Health Medicine and Epidemiology, 
Fulwood House, Medical School, 

Old Fulwood Road, University of Nottingham, 

Sheffield. S10 2TH Nottingham. NG7 2UH 


Acknowledgement: We are very grateful to Rae Magowan of Trent Regional Health Authority for allowing 
us to reproduce these questionnaires. 
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5. TOBACCO 


Whether you are a smoker, an ex-smoker or have never smoked, 
please answer these questions. 


I often spend part of my day with smokers - 






Tick one box for each item. no yes 
at home Re J 
in the work place Liao 2] 
on public transport 1 Sl Kamae 
in a pub or club | Hl? 6263 
other - please say where it. 26) 
I use no-smoking areas when I can - 10 20 
I think there should be more separate areas 
for smokers and non-smokers - no yes 
in restaurants SF inate 
in the work place te eek) 
on public transport a ie di hank y ee 
in pubs and clubs 10 20 in this area 
other - please say where Bie 


Ate eee Cece sere ee eeeee eT eES EEE CHEFS OSH OEEHTOEEEESEO OSE EEHOSESEROEEESE EEE EEEE SERS OREO ESOS 


I chew tobacco or Pan - 
10) no 200 yes 


Still thinking about smoking - 


Tick one box only. You may need to write numbers in the spaces. 
10) I’ve never smoked or have only smoked once or twice - go on to Part 6: 
Stress. 


2C I stopped smoking ........... NGATSiecccoasrens months ago - go on to Part 6: Stress. 
30) I now smoke daily 
40) I now smoke occasionally 


I have been a smoker for ................. years. 
Write a number in the space. 


In a day I usually smoke - 
Please write a number or “none” in the spaces. 


Se deseatnnatat cigarettes 


Sasdeaatansnees pipes of tobacco 


I have tried to stop smoking - 
Tick one box only. 


You may need to write a number in the space. 
10) never 


2C) yes, but not in the past 2 years 





ISP R VOR iene x times in the past 2 years 


I want to - 
101) carry on smoking 200 stop smoking 
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TRENT LIFESTYLE SURVEY FOR SCHOOLS 


(Questions on tobacco and smoking.) 


Trent Health 





We are asking many young people across the East Midlands and South 
Yorkshire to take part in this survey. 


We are trying to find out what you think and do about health. Your 
answers will help us to plan health education and so help 
other young people. 


Your school was randomly chosen to take part in the survey. 

This is not a test, but please do not talk to anyone else about what 
answer you should give. The only right answers are the ones that 
describe you best. Only you know what the right answers are for you. 
Please answer honestly. 


You don’t need to put your name on your answers. 


Please read each question in turn, and don’t think too long before you 
answer. If you make a mistake, cross it out clearly and put in the right 
answer. 


When your group has finished, put all your answers in an envelope before 
sealing it and giving it in. The envelope will not be opened in school. 


No-one will know which is your questionnaire. 
Your teachers will not see them. 


Thank you for your help. 


Joa Ye sue Le omey Calne 


Rae Magowan Heather Roberts 

Regional Health Promotion Officer, Director of the Trent Health Lifestyle Survey, 
Trent Health, Dept. Public Health Medicine and Epidemiology. 
Fulwood House, Medical School, 

Old Fulwood Road, University of Nottingham, 

Sheffield. S10 2TH Nottingham. NG7 2UH 


Acknowledgement: We are very grateful to Rae Magowan of Trent Health Authority for allowing us to 
reproduce these questionnaires. 
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5. TOBACCO 


Whether you are a smoker, an ex-smoker or have never smoked, 


please answer these questions. Tick one box for each item. e 
I live in the same house as no yes 
someone who smokes - fa 2 
I have friends who smoke Ne ~ anh 
I use no-smoking areas when I can te eee! bel 


I think there should be more separate areas 
for smokers and non-smokers - if yes please say where NI age 


When I am 20 years old - 
101) I will probably smoke 2{] | will probably not smoke 


Please read the following statements carefully. 


Tick the one box that describes you best. 
1L] I have never smoked 


20] I have only smoked once or twice 

3L] I used to smoke sometimes, but [ have given it up now 
4{] I sometimes smoke, but | don’t smoke every week 

51 I smoke between one and six cigarettes a week 

6L] | smoke more than six cigarettes a week 








In a week I usually smoke - 
Write a number or ‘none’ in the space. 


resutgetsnaainerkee cigarettes a week 
If you don’t smoke, go on to Part 6: Alcohol. 


I have been a smoker for ................ years and ............... months. 


When I smoke I am usually - 
Tick one or more boxes 

with friends of my own age 
with friends ot all ages 
with relatives 

on my own 


Hoda 


I usually smoke - 
Tick one or more boxes. 


C] at home [) youth club 
C] at parties [] night club or discos 
[] in pubs 


C] at sporting events 
IBIAPUINET > DIEHSE® SAG WOT Cece cssncce since isa dencieaneschencarpes 


I would like to stop smoking - 
10] no 2C] yes 3L] dont know 
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Appendix VI 


GOOD PRACTICE FOR GENERAL PRACTITIONERS 
SUGGESTED PROTOCOL FOR MANAGING SMOKERS 
(QUIT) 
Enquire about smoking habits 
@ The smoking habit of all patients should be known to the practice. For some, 
this evidence of interest from the primary care team may be all that is required 


to encourage an attempt to stop. 


Record this information 
@ This should be done so that the patient is aware that it has been recorded, 
eg. visibly on the records envelope with a sticker or a stamp. 
® Computer records should also be marked to assist with compiling a smoking 


register and to assist with future audit. 


Enquire about future smoking intentions 

@ Ask smokers whether they have thought about stopping or would like to stop. 
This can quickly distinguish those who have no intention of stopping (‘the 
contented smoker’) from those who might be more receptive to advice. 

@ Restrict advice to the first group to a few words only, suggesting that they 
should think and consider the matter carefully and that if they would like to 
find out more, the doctor is available for advice and help. 

@ Give a leaflet (eg “Smoking: the facts”) to reinforce advice. 


@ Tell patients that they will be asked about smoking again at the next contact. 


Assess motivation and readiness 
@ Those who indicate a possible interest in stopping smoking merit further 
attention. 
@ Ask a few questions designed to establish whether they are ready to make an 
actual quit attempt, and whether they have any specific anxieties about quitting. 
@ Give those patients who are doubtful of their ability to quit on their own an 


opportunity to discuss this and find out how the primary care team can help. 
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Set a quit date 
e Encourage those patients who feel able to stop smoking to make an attempt, 
and assist them by setting a quit date and arranging a date for follow up. Record 


these details in the records. 


Specific help from the primary care team 

@ Reserve more specific help for those who are well motivated to quit but feel 
that they are unable to do it on their own. 

® Nicotine chewing gum and nicotine patches (nicotine replacement therapy - 
NRT) are now available over the counter at pharmacies. They may help 
motivated patients to quit but smokers should be disabused of the notion they 
represent a panacea. If the GP feels that use of these products is indicated, 
patients must be instructed in their proper use. 

@ An increasing number of GPs are trained in techniques of acupuncture and 
hypnosis. They are often willing to treat patients referred from other practices 
on a private basis. Although great success is claimed for these methods by some 
non-medical practitioners, most GPs would claim only a useful placebo effect. 

@ The number of stop smoking clinics has mushroomed since the advent of the 
1990 contract. New arrangements for health promotion programmes will 
allow small practices to either join together or join a larger practice to carry out 
a joint programme. 

@ It is vital to ensure that all staff involved in counselling smokers are properly 


trained. 


Encourage success 
@ Successful quitters can be rewarded by giving them a certificate noting their 
achievement. 
@ They should also be made aware that their records have been amended to show 


their new status as ‘ex-smokers’. 


Relapsers and continuing smokers 
@ Explore whether any lessons have been learned. 


@ Continue advice and encourage another attempt. 
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Audit the results 
@ Many of the patients who manage to stop smoking will relapse during the first 
few months. 
@ Patients who report that they have stopped smoking should have this validated 
biochemically (usually by carbon monoxide - CO monitor) at the end of any 


treatment or intervention and again one year after they have stopped smoking. 


Acknowledgement: We are very grateful to DrTina Kohnstam of QUIT for providing this material. 
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A PROTOCOL FOR GP SMOKING INTERVENTION 


Ask about and record smoking habit 




















Assess motivation 





and confidence 


Not ready to stop —> Advise, give leaflet 


Follow up 








Ready to stop 


Set quit date 
















Follow up 





appointment 


Additional support 





if required from 





PHC team (ensure 





proper training). Continue Support 


NRT, groups, 
hypnosis or 
acupuncture 


AUDIT THE RESULTS 



















Give certificate 


Amend records 






Follow up at one 





year (CO monitor) 
| 





Long term cessation 
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Appendix VII 


WAKEFIELD FHSA SMOKING IN ADULTS. REVIEW OF 
RECORDING OF SMOKING STATUS AND 
INTERVENTIONS 

Adult smoking study 

Data entry protocol: 

Practice code — The code for your practice 18 .....sssesesee and this code MUST be 
entered on each record sheet. 

Patient identifier - A DIFFERENT number between the number one and the 
number 999 MUST be allocated to each patient whose record is audited. 

The practice should keep a list of the name, address, date of birth (and if in use the 
patient’s own computer number on the practice’s computer system) of the patient 
who has been allocated this number. 

If you do not have any record/or records for a patient listed on the computer listing 
there is a space on the final sheet of the data entry sheet where this can be recorded. 
No patient identifier is necessary. 

Sex — Circle male or female as appropriate. 

Date of Birth — Self explanatory. 

Date record audited — Enter the date on which you BEGAN auditing this patient’s 


record. 


Recording status 


The codes are as follows: 


Smoking status has NEVER been recorded in the notes 


there is a record on AT LEAST ONE OCCASION IN THE 


PAST of smoking status being recorded in the notes 


WITHIN THE LAST FIVE YEARS smoking status has been 
recorded in the notes 

Smoking status has been recorded in the notes WITHIN THE 
LAST 13 MONTHS 





NOTE: The source of the information does not matter. It may be in hospital 
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correspondence or in notes made by the GP/practice nurse or on the practice’s 
computer system etc. You should enter the highest appropriate number. For example, 
if the patient has a statement that he is a ‘non-smoker’ written in the case notes 
LESS THAN 13 MONTHS ago then the ‘3’ should be circled in preference to the 
PRTC eS 1 


Smoking status 

Circle the appropriate response: | Current OR Past OR Longstanding non-smoker 
OR Non-smoker 

according to the last reference in the notes regarding their the patient’s 


smoking status. 


Current smoker The patient at the time of the last entry was 


either a cigarette/pipe/or cigar smoker. 


Past smoker The patient is recorded as being an ex-smoker/ 


past smoker/stopped smoking etc. 


Longstanding The patient is recorded as never having smoked 
cigarettes/cigars/or a pipe OR it is clear that any 


smoking in the past has been very trivial indeed. 


Non-smoker If the most recent entry states only that the 
patient is a ‘Non-smoker’ and it is unclear 
whether the patient is a ‘Past smoker’ or a 
‘Longstanding non-smoker’ then circle the 


response ‘Non-smoker’. 


Tobacco consumption 
This should only be entered if the patient is a CURRENT smoker. No entry is 


required if the patient is a PAST smoker. 
Circle the appropriate response as required: Trivial 
Light 
Moderate etc. 
These options are mutually exclusive. The option chosen should relate to the last 


statement about the smoking patient’s tobacco consumption. 
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Intervention 


This should be entered if the patient is a CURRENT or PAST smoker. 


Tick in the appropriate box if any of the following interventions are recorded in the 


case notes or on the practice computer system. 


Otherwise leave blank. 











| General quit 


| Leaflet 





| Nicotine replacement 


therapy (NRT) 





Stop Smoking Group 


attended 


j 


| ORa nurse. 
[a ee ee 


Eg. comments such as ‘told to stop smoking’ ‘advised 


to give-up’ etc. smoking advice by either a doctor 


A stop smoking or anti-smoking leaflet has been 


given to the patient. 





A prescription for NRT given AND used by the 


patient. 





Either in the practice or elsewhere. 





| Individual smoking 


cessation programme 


a 


Smokerlyser 


Other intervention 





Clear: evidence..in the ‘notes of a7 tame 
appointment being arranged on a one to one basis 
for stop smoking help with GP/practice nurse/HV. 


EtG: 


A record of the patient ever blowing into a carbon 


monoxide monitor. 





Any other significant intervention. 








Follow up 








Circle ‘yes’ if there is a clear record that the patient has been followed up on one or 


more occasion to assess whether the patient has stopped smoking or modified her 


smoking habit. Otherwise circle ‘no’. 


Acknowledgement: We are very grateful to Dr Alistair Cameron and the Medical Audit Department from 
Wakefield FHSA for allowing us to reproduce this material. 
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EXAMPLE OF RECORDING SHEET/PAGE FOR USE IN 


GENERAL PRACTICE 


gdn moj[o.y 


sUuON 
UOMUSAIEUI JayIO UMOUY JON 

(40jIUOUI ZOD) JesA[Ieyoulg (Aep sed 61-01) 
aulueig01d adid\r1esi9g eayeIOpop 

uoljessad SUN{OUIS [eNPIAIPU]T 
pepueye dnoin supnjoursg dows (Aep Jed +97) (Aep ted 6-T) 
pesn\peqiiosaid HD euyosIN Aaeay Alo, 1UsTT 

joyeaT 
adIApe ZuPjpouls 3Inb [e1eusr (Aep Jed 6¢-02) (Aep sed [>) 
Aneay [RIALLL 

{ULIOJ JeYAM ‘paplodsal SI UOMUSAI9{UI JT 


oytidoidds s8 xpYy esvetg Jeasuy oystidoidds epip esvetg 


p4sorsey Asjuz pjDg eeoceseccverces epo) 921j2D1d 


JeYOuls-uoN 
sulpueyssuo0T] 


Jayouls seg 





ALIMOHLNV SADIANIS HLTV3H AlIWV4 C1314 IVM 


JayOuls-uoN 


Jayyuep] queyeg 


ayewiagy\eteW :xeg 


AGNLS ONDIOWS 
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Appendix VIII 


WAKEFIELD FHSA: EXAMPLE OF AUDIT TO AID 
SMOKING CESSATION IN PREGNANCY 

The data for this exercise is to be gathered during a face to face INTERVIEW with 
new mothers at about six to eight weeks after confinement. Appropriate 
opportunities might be, for example, either the six weeks (or thereabouts) post-natal 
check-up or at the baby’s six weeks (or thereabouts) check-up or at attendance for 
primary immunisation. The interview can be conducted by the GP or health visitor 
or practice nurse or indeed by any member of the primary health care team who is 


able to perform the task. 


Section A 

Date of interview — Self-explanatory 

Practice code —The code for your practice is........ and this code MUST be entered on 
each record sheet. 

Patient identifier - A DIFFERENT number between the number 1 and the number 
999 MUST be allocated to each patient whose record is audited. 

The practice should keep a list of the name, address, date of birth (and if in use the 
patient’s own computer number on the practice’s computer system) of the patient 
which has been allocated this number. 


Date of birth — Self-explanatory 


Section B 
Smoking status and tobacco consumption 
ta Ask the patient about their CURRENT smoking status. 


Circle the appropriate response: 


Current smoker Currently smokes cigarettes (pipe/cigar) 
Past smoker The patient is an ex-smoker 
Lifelong non-smoker The patient has never smoked 
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1b If the patient is a CURRENT SMOKER ask about her current TOBACCO 
CONSUMPTION 
Circle the appropriate response as required: — Trivial 
Light 


Moderate etc. 


2a If the patient is a CURRENT or PAST smoker ask whether she was a smoker 
before she suspected she was pregnant or her pregnancy was confirmed 


(whichever came earlier). 


2b If the answer to (2a) is ‘yes’, ask about her average cigarette consumption 
(to the best of her memory) in the six months before she was aware she 
was pregnant. 


Circle the appropriate TOBACCO CONSUMPTION response as in (1b). 


3a Ask the patient if she continued to smoke throughout her pregnancy. Circle 


‘yes’ OR ‘no’. 


3b If the answer to (3a) is ‘yes’, ask about her average cigarette consumption (her 
best estimate) in the six months prior to the baby being born. 


Circle the appropriate TOBACCO CONSUMPTION response. 


4a Ask about the CURRENT smoking status of the patient’s current partner (BE 
TACTFUL!) and record this as in (1a) above. If the patient is a single parent, 


then circle ‘not applicable’. 


4b If there is a partner and he smokes, then circle the appropriate TOBACCO 
CONSUMPTION response as in (1b). 


5 Ask if there are other smokers living in the house. If there are, circle ‘yes’ and 


enter the appropriate response to ‘how many?’ (how many smokers, that is.) 


Section C - Advice 
If the patient responded that she was a smoker before she became aware of the 
pregnancy, then ask if she was advised to stop smoking and/or offered help to stop. 
Tick ‘yes’ or ‘no’ as appropriate. 
If the answer is ‘no’, then the interview is FINISHED and the patient should be 
thanked for her help. 
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If the answer is ‘yes’, then ask ONE by ONE whether this help and/or advice came 
from those listed and tick ‘yes’ or ‘no’ as appropriate for each of the health staff 
mentioned. 

Then ask what was the effect of this advice/help and circle on the patient’s cigarette 
consumption. 


Tick: Stopped/reduced/no effect /increased 


Section D - Intervention 

To be completed for mothers who smoked after becoming aware of being pregnant 
AND who were offered help AS WELL AS advice. 

Tick in the appropriate box if any of the listed interventions were employed with the 


patient either by the primary care or the hospital services: 


A stop smoking or anti-smoking leaflet was given to 
the patient 

Stop Smoking 

Group attended Either in the practice or elsewhere 

Individual smoking Clear evidence of appointments arranged on a one 
to one basis for stop smoking help with GP/ 
Practice Nurse/HV etc. 

Smokerlyser Was the patient ever asked to blow into a carbon 


monoxide monitor? 


Other Any other significant intervention which the patient 


can remember. 





Any follow up? 
Circle ‘yes’ if the patient remembers any member of the primary health care team or 
the hospital staff clearly indicating that she/he intended to check whether the patient 


had stopped smoking or modified their smoking habit AND then followed this up. 


Otherwise circle ‘no’ 


Acknowledgement: We are very grateful to Dr Alistair Cameron and the Medical Audit Department from 
Wakefield FHSA for allowing us to reproduce this material. 
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EXAMPLE OF RECORDING SCREEN/PAGE 
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Appendix IX 


WORK IN NOTTINGHAM TO REDUCE THE PREVALENCE 
OF SMOKING IN PREGNANCY 

Research carried out in Nottingham in 1986 showed that 37% of women smoked 
during pregnancy. Of these smokers 25% stopped at some point during the 
pregnancy, 55% smoked less and 24% showed no change in their smoking habits. 

The research also identified that the mothers were more likely to continue to smoke 
if they were younger (14-20 years), single, living with a partner who smoked, who left 
school at 16 years and were from manual working families. 

The research was based in the ante-natal clinics at two hospitals in Nottingham. It has 
been used as the basis for a community based project to try and reduce the prevalence 
of pregnant women smoking in Nottingham. 

The focus of the campaign is in the community because community midwives in 
Nottingham have the most contact with women during their pregnancy and work 
closely with the primary health care teams. It was felt that they are most able to 
provide the sustained support to smokers trying to quit, and to recent quitters, in 
preventing relapse. 

The midwifery data collection forms were altered to collect information on smoking 
at four points during the pregnancy and attempts to quit are recorded as well as the 
number of cigarettes smoked. The purpose of this is to take into account ‘recent 
quitters’ and ‘relapsed quitters’ and changes in smoking habits during pregnancy. 

All the community midwives attended a one day training course in giving smoking 
cessation advice to pregnant women and their partners. A number of health visitors 
and practice nurses also attended the training. The aim of the training was to provide 
an understanding of the quitting process and to develop skills in supporting all 
pregnant women and their partners in stopping smoking. One of the major objectives 
was to increase skills to assist, encourage and support smokers in quitting in a non- 
confrontational way. 

The training programme was funded by the Health Education Authority which 


allowed for bank cover for the community midwives when they attended the training. 
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The funding also paid for six carbon monoxide monitors for use by the midwives, 
and a part time seconded midwife who helped facilitate the training. She also 
provided support to the midwives and other health professionals in giving advice. 

All pregnant women in Nottingham are now being asked about their smoking habits 
throughout pregnancy and this data is recorded. Those who smoke and would like 


support in quitting are given advice and support by the midwife or referred to 


another member of the Primary Health Care Team. 


Acknowledgement: We are very grateful to Sue Gilmour-Jones, Health Promotion Officer (Non-Smoking), 
Nottingham Health Promotions Unit, Memorial House, Standard Hill, Nottingham NG1 6FX. 
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Appendix X 


Example of No Smoking Policy 
SOUTH DOWNS HEALTH NHS TRUST - NO SMOKING 
POLICY 
Introduction 
@ There is strong evidence that smoking damages the health of both those who 
smoke and those who passively inhale smoke produced by others. 
® The illnesses caused by smoking consume a large amount of NHS resources. 
@ To make a clear public statement about the damage done by smoking and to 
improve the environment for staff and patients, the Trust will introduce its No 


Smoking Policy on 1.10.92. 


The Policy 
Smoking will not be allowed in the following circumstances: 
® By Trust staff at any time on or in NHS property or while travelling on duty. 
This includes all non-Trust employees working on Trust premises, eg. agency 
nursing staff or building contractors, volunteers. 
@ By visitors at any time on or in Trust property. 
@ By patients at any time subject to certain limited exemptions. (For details see 
Implementation Guidelines.) 
@ By those who rent Trust premises (eg. GPs and voluntary organisations) and 
those who have honourary contracts with the Trust. 
NB Staff in uniform who are off duty and off NHS property are asked not to smoke in 
order to promote a ‘healthy’ image, although this cannot be required. 
® The sale of tobacco will not be permitted on any Trust premises. 
@ The advertising of tobacco products or companies will not be permitted on 
Trust premises or in any of its publications. 
@ The Trust will not invest in tobacco or tobacco related industries and will not 


support events sponsored by these industries. 


Implementation 


@ The Trust will provide appropriate training for Managers and Clinicians on the 


implementation of the policy. 
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Implementation continued 


The Trust will provide assistance to staff who require help to stop smoking 
while at work. 

Guidelines on the implementation of the policy are attached. 

The Trust acknowledges the difficulty of introducing the policy fully in the 
psychiatric services, but hopes that with the support of all staff, a culture will 
develop which leads to the eventual elimination of smoking in all Trust 
services. 

While support and practical assistance will be offered to staff who find it 
difficult to refrain from smoking while at work, staff who persistently ignore 
the policy and continue to smoke at work may be subject to the Trust’s 
disciplinary procedures. 

It is the responsibility of all members of Trust staff to implement the policy and 
to point out the existence of the policy to any staff, visitors or patients who are 


not complying with it. 


Acknowledgement: We are very grateful to South Downs NHS Trust for allowing us to reproduce this policy. 
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INFORMATION FOR STAFF OF THE SOUTH DOWNS 
NHS TRUST ON THEIR NO SMOKING POLICY 


South Downs 
Health — 
making a 
fresh start 


N 
SMOKING 


Information 
for staff 
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INFORMATION FOR STAFF OF THE SOUTH DOWNS 
NHS TRUST ON THEIR NO SMOKING POLICY 





| Why we say No Smoking : 


Smoking is one of the biggest threats to health. The Trust promotes 
good health and is taking the highly practical step of banning 
smoking to show that commitment to local people. 


From October 1 1992 staff will not be allowed to smoke at any 
time while on duty or on Trust premises. 


This includes: 


e All non Trust employees working on Trust premises e.g. agency 
nursing staff, volunteers and building contractors. 


e¢ Those who rent Trust premises. 


Most patients and all visitors will also not be allowed to smoke. 


Saying No to Patients and Visitors 
All staff are expected to enforce the policy but you should use your 


commonsense, following the guidelines below. If you see a patient 
or visitor smoking: 


* Inform them that smoking is not allowed and politely ask them to - 


stop. 
e lf this request is refused, a simple explanation may help. 


° In-patients who persistently refuse to stop smoking will be asked 
to do so by their doctor or the local site manager. 


¢ QOut-patients or casualty patients who refuse to put out a 
cigarette should be asked to leave the premises until they have 
finished their cigarette. 


* {If a patient or visitor is threatening or r aggressive, direct action 
may not be possible at the time. Refer the matter to your 
manager and complete an incident fo: 
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When you can say yes to smoking 
There are a few cases where smoking is permitted. These include: 


e Where Trust premises are effectively the patient's home e.g. 
mental health maximum support houses, Downs Hospital, 
Newhaven; Meadow Lodge Nursing Home, Lewes. Smoking 
areas will be clearly marked. 


* Onrare occasions where a doctor gives permission for a patient 
to smoke. This will be exceptional and should be clearly 
documented. 


e Inthe case of some psychiatric patients. Premises used by these 
patients will have smoking areas. Smoking will not be allowed 
anywhere else. A complete ban on smoking remains the long 
term aim. 


e Medical staff and managers may use their discretion to allow 
visitors who have received distressing news to smoke and find 
them a suitable private place to do so. 


When you can smoke at work 


e Staff may only leave Trust premises to smoke off site in official 
unpaid breaks. Check with your manager if you are uncertain 
when these apply. 


® Staff living in Trust staff residences may not smoke in any 
communal area. 


e Staff who ‘sleep in’ at maximum support houses may smoke in a 
designated area as it is their home for the night. 


e Staff may not smoke while on duty in Crown cars, lease cars or 
their own cars. Staff who smoke while off duty in a Crown car 


must return it in a clean state with all traces of smoking removed. 


If you need advice on any | of the guidelines, please ask your 


“manager. 
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INFORMATION FOR STAFF OF THE SOUTH DOWNS 
NHS TRUST ON THEIR NO SMOKING POLICY 


Helping you cope 

The Trust accepts that some existing staff will find it hard not to 
smoke while on duty. Help is on offer including: 

¢ Supplies of the nicotine replacement Nicorette 

e Stop-smoking sessions 

¢ Hypnotherapy 

* Acupuncture 


These are either completely free of charge or heavily subsidised. 
{f you would like more information contact Chris Naylor in Health 
Promotion on Extension 3774. 


Training sessions on how to make the policy work are also being 
provided. 

Every effort will be made to help people who find it hard to stop 
smoking at work, Only after more constructive, helpful measures 
have been exhausted will disciplinary procedures be considered. 


WSouth Downs Health 


Neh 
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INFORMATION FOR PATIENTS AND VISITORS 


South Downs 
Health — 
making a 
fresh start 


NO 
SMOKING 
Information 
for patients 
and visitors 
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INFORMATION FOR PATIENTS AND VISITORS 








Why we say No Smoking 


Smoking is one of the biggest threats to your health. It can harm not only 
_those who smoke, but others who are nearby. The illnesses caused by 
smoking are a considerable drain on the National Health Service. The 
Trust is therefore taking practical steps to promote good health. 
The Trust Board has already agreed not to invest in or support fobecea 
_ products in any way. 
___ Brighton Health Authority supports the Trust and is introducing its own no 
_ smoking policy in October 1993. 
From October 1 1992 Trust staff, most patients and all visitors will not be - 
___ allowed to smoke at any time while on Trust premises, South Downs 
Health is asking for your co-operation. 


Patients 


Patients are not allowed to smoke at any time on our premises or in the © 

grounds subject to a few limited exceptions. These are: 

« Where a patient is living on Trust premises as their home. There will 
be clearly marked smoking areas in these buildings. 

* On rare occasions where a doctor gives permission ios a patient to 
smoke. This will be exceptional. 

In the case of some psychiatric patients. Premises ned by these 
patients will have smoking areas. Smoking will not be allowed 
anywhere else. A complete ban on smoking is the long term aim. | 

_ Practical support will be on offer to patients who have any worries about 
"the smoking ban. - 


Visitors 


Visitors are not allowed to smoke at any time on our premises or in the 


Brounds ; 


Thank you for your help 


a produced by 
WSouth Downs Health 


385 TOES 
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1.1 


Appendix XI 


SMOKING EDUCATION RESOURCES (see Appendix XII 


for addresses) 


This annex does not claim to be fully comprehensive, though it endeavours to give 


examples of most of the sorts of resources available. Inclusion of material in this list 


does 


not imply recommendation by the Department of Health. A fully 


comprehensive resource list entitled “Smoking Education” can be obtained from the 


Health Education Authority; it contains these resources and many more (see 2.1a). 


TRAINING IN HEALTH PROMOTION AND SMOKING 
EDUCATION/CESSATION SKILLS 


Courses 


a. Two main qualifications are available for health promotion (details of courses and 


institutions offering courses from the HEA): 


‘ 


i. 


Certificate in health education — is a post-professional, part-time (one year) in- 
service course for health and allied professionals who do not hold teaching 
qualifications, and where part of their role is health promotion. 

Diploma and Masters degree courses in health education — post-professional/ 
post-graduate courses. These are often one year full-time; two years part-time. 
Primarily for health promotion officers, nurses etc. Provides health promotion 


education and skills training. 


b. Smoking cessation courses 


i 


ll. 


ill. 


iv. 


Helping smokers give up — five week course, one evening a week, held in 
London. Details from the Health Behaviour Unit - Smokers Clinic. 

Helping people to stop smoking — one day training course for people who are 
helping others, as well as one/two day courses for employers and companies. 
Details of all their courses from Stop Smoking. 

QUIT in 5 - stop smoking courses for the public held in London. QUIT, 

Local cessation courses — details of cessation courses held locally are available 


from the smokers’ QUITLINE. 
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1.2. Workshops 


1.3 


Training workshops available; 


a. 


HEA: 

i. Team building workshops for the primary health care team and local 
organising team, run by the Oxford PHCU 

ii. Smoking in pregnancy - one day seminar for health professionals in contact 
with pregnant women 

iii. ‘Helping people change’. A six day course for community nurses including a 
two day module on the theory of behavioral change and a one day application 
of this theory to smoking. For people attending the course, there will be a free 
pack of materials including ‘Stopping smoking made easy’, ‘Help your patient 


stop’ and the Personal Health Record and Summary card. 


b. QUIT: QUIT in practice - a training programme for GPs to help them manage 


smoking programmes more effectively within their practice. 


Training packs and videos 


a. 


Smoking - helping people to stop. Jill McLeod Clark, Sheila Haverty and Sally 
Kendall. Resource pack with videos to help health professionals to become health 
educators. HEA 1989. 


. Personal health record (PHR) training packs — produced by the Oxford Primary 


Health Care Unit of the HEA, for use with the Personal Health Record - on 
smoking cessation. The PHR training video will be available from the HEA (also 


used in conjunction with 1.2iii above). 


. “Better Living - Better Life” - Knowledge House - GP materials on coronary heart 


disease and stroke (section on smoking). 


. The really helpful guide to running stop smoking groups - a guide for health 


professionals and the public (ASH in Wales — available from ASH’s London office). 


. Nurses and smoking - a teaching package for nurses’ —- Ulster Cancer Foundation, 


1990: 


. Smoking prevention in ethnic minority groups. Resource pack. HEA HELIOS 


project, 1992. 


- Teamwork: quitting strategies for smokers. Chris Steele. Designed for whole 


practice team use. Ciba-Geigy. 1992. Post Graduate Education Manager. 
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2.2 


. Time to stop. Course/for field workers. West Cumbria Health Promotion Unit. 


. Tutor’s information pack. Practical guidelines including notes on how to set up 


facilities and a suggested programme for a support group. Stop Smoking. 


‘Reducing the risks of cancer’ produced by the Open University 1992. 


. “Taking action over cancers’ - The Open University Learning Pack (Walton Hall, 


Milton Keynes). 


INFORMATION ON HEALTH AND SMOKING 


Resource lists 


a. 


HEA - ‘Smoking education’ - a resource list prepared by HEA - a fully 
comprehensive and extensive 35 page listing of all resources in the field of 


smoking both from the HEA and voluntary organisations ~ regularly updated. 


. ASH -‘Smoking education: a resource list’. 
. ASH video list — useful list of tobacco related videos. 
. QUIT resource list 


. HEA HELIOS project - ‘A guide to agencies and resources’ — produced primarily 


as part of No Smoking Day campaign pack. 


. HEA- Towards a Smoke Free Generation — a resource list of teaching materials for 


use with children 4-7, 7-14 and 14+ years. 


HEA 


. ‘The smoking epidemic - counting the cost ’ and ‘The smoking epidemic - a 


manifesto for action’ - a region-by-region and parliamentary constituency 
breakdown of deaths caused by smoking, smoking-related deaths and costs to 


the NHS. 


. ‘Health update 2 - smoking’ - up to date information and statistics. 


. ‘Towards a smoke free generation: campaign manual’. Describes methods for 


tackling smoking issues with young people. 


. Smoker and non-smoker stickers for patient notes 


. Smoking policies in schools - HEA guidance for policy development in schools 


(forthcoming April 1993). 


. Training and development guide for youth workers on peer led health education 


(forthcoming Autumn 1993). 
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2.3 ASH 


2.4 


a. 


ASH bulletin - brief but detailed overview of smoking-related news - press/ 


journals/periodicals — published 24 times a year — by subscription. 


. Database searches - resource covering medical, social and economic aspects of 


tobacco use - from books/journals/conference proceedings/newspaper cuttings. 


. ASH factsheets - set of 18 covering main smoking-related diseases and other 


topics. 


. ASH technical briefs - detailed information on specific aspects. 


. No smoking signs — for surgery, waiting rooms etc. 


Other 


a. 


]. 


Independent Scientific Committee on Smoking and Health. Fourth report. 
(Chairman Sir Peter Froggatt) DHSS. HMSO, 1988. This summarises the position 


on passive smoking. 


. “Passive smoking: a health hazard”. Imperial Cancer Research Fund and Cancer 


Research Campaign. Examines the scientific evidence of the dangers of passive 
smoking and discusses some strategies for tackling the problem. Available 


from ASH. 


. “Smoking and the young”. Royal College of Physicians, 1992. Describes the trend _ 


of increasing tobacco use among children, teenagers and young mothers. 


. “Children and passive smoking” - Anne Charlton —- reviews of links between 


passive smoking and a wide range of childhood illnesses — Association for Non- 


smokers’ Rights. 


. “UK smoking statistics”. N Wald and Nicolaides-Bouman. Oxford University Press. 


2nd edition 1991. 


. “Smoking prevention: an A-Z of useful ideas”. HEA HELIOS project. 1991. 


. “Lung cancer and smoking”. Statistical factsheet for health professionals and 


students. Cancer Research Campaign. 


. “Passive smoking at work”. Health and Safety Executive. 


. CRC Fact Sheets - available on a whole range of cancers, and more technical than 


those produced by ASH. 
“Growing up in smoke” by Lynn Michell, available from ASH. 
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3 SMOKING CESSATION INFORMATION 

3.1 QUITLINE (071 487 3000) - a national independent helpline offering: 
a. live telephone support to smokers and non-smokers 
b. information packs 
c. referral to local stop smoking services in the UK 


d. support to health professionals. 


3.2 Videos 
a. “Quit and win” - video and accompanying booklet etc. (HEA). 
b. “Fresh start: a stop smoking series”. Made in Australia. Nine programmes plus 
teaching pack. Boulton-Hawker Films Ltd. 
c. “Smoke screen G.U.S”. Aimed at GPs to help and encourage them to help their 


patients to give up. 1984 for HEA. Concord Video and Film Council. 


3.3 Research papers/Reports 

a. “Choosing the most effective health promotion options for reducing a nation’s 
smoking prevalence,’ Reid DJ, Killoran A, McNeill AD and Chambers J. Tobacco 
Control 1992, 1,185-197. Reprints available from smoking programme at HEA. 

b. “The effectiveness of smoking cessation interventions: A review of the literature”. 
Diana Sanders. (HEA — forthcoming Spring 1993). 

c. United States Department of Health and Human Services. The health benefits of 
smoking cessation. US Department of health and human services, Public health 
service, Centre for chronic disease prevention and health promotion, Office on 


smoking and health. DHHS publication no. (CDC) 90-8416. 


3.4 Books/pamphlets 
a. HEA 
i. “Stopping smoking made easier” - to aid people stopping and staying stopped. 
(5p per booklet). 
ii. “Thinking about stopping”. 
iii. “Quit and get fit: a guide to running a six week course”. HEA HELIOS 


project. 
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iv. “Smoking prevention: helping people stop smoking”. HEA HELIOS 
project. 1991. 

v. “Workplace action plans” - LAYH programme - set of action plans for 
employers to improve the health of their employees. 

vi. “Help your patient stop” —a leaflet for GPs. 

. QUIT 

i. “How to become an ex-smoker” —- pocket size guide 

ii. “Consumer’s guide to stop smoking methods” 


. “Quit and stay slim” 


oe 


il 
iv. Pregnancy fact sheet 


v. Smoker’s quitline card 


. ASH 


i. “The really helpful guide to running stop-smoking groups”. ASH in Wales. For 
primary health care and occupational health workers. 

. Others 

i. “Guidelines on smoking cessation for the primary care team”. Lars Ramstrom, 
et al. WHO and UICC, 1988. Report of the Joint WHO/UICC planning 
meeting held at RSM April 1987. 

ii. “Help smokers quit kit”. Ulster Cancer Foundation. Manual covers - 
understanding the smoking habit; helping an individual to stop; setting up 


and running a smoking cessation clinic. 


b= 6 


iii. “Running stop smoking clinics in a family doctor’s surgery”. Stop Smoking, 

1991. 

iv. “Helping smokers stop”. Martin Raw — part of the ‘Smoke free Europe’ series - 
WHO Regional Office for Europe and the Commission for European 
Communities. 

v. “Stopping smoking: health education”. Martine Stead. Ealing Health 
Promotion Service, 1992. Contains advice, ideas and activities for health 
educators. 

vi. “Stopping smoking and carbon monoxide”. Bedfont Technical Instruments Ltd. 
What is carbon monoxide, examples of carbon monoxide levels, measuring 


carbon monoxide, and hints on how to stop smoking. 
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4.1 


4.2 


vil.“Quit smoking: a summary of smoking cessation techniques”. West 


Midlands RHA. 


HEALTH PROMOTION ACTIVITY IN LOCAL 

AUTHORITIES AND HEALTH AUTHORITIES 

HEA publications: | 

a. “Examples of smoking policies in local authorities” - (forthcoming summer 1993). 

b. “Partnerships in health promotion. Collaboration between the statutory and 
voluntary sectors” - a snapshot of existing partnerships between the NHS and 
voluntary organisations. 

c. “Promoting health! Local authorities in action” - examples of health promotion 
activities from local authorities. 

d. “A guide to smoking issues in local authorities for elected members” (forthcoming 


summer 1993). 


Other: 

a. “Smoking in public places: guidance for owners and managers of places visited by 
the public: code of practice”. Department of the Environment, 1991. Copies 
available from PO Box 135, Bradford, West Yorkshire BD9 4HU. 

b. Project smoke free management reports — project sponsored by the HEA and 
North Western RHA 1985-88. North Western Regional Health Authority. 

c. “Project smoke free”. Video - what health authorities can do to combat smoking. 
North Western Regional Health Authority. 

d. “Hackney Council’s policy on smoking and tobacco”. Details of the Council’s 
programme for implementing a no smoking policy in all council buildings etc. and 


ensuring compliance. Hackney Council, 1992. 


SMOKING POLICIES AT WORK/NHS 

Training courses/consultancy/cessation counselling - examples 
a. ASH Workplace Services 

b. QUIT workplace services 

c. HEA Health at work programme 
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5.2 


5.3 


b. 


Videos 


. “The big smoke”. Made in Australia. Considers the dangers inherent in passive 


smoking for the non-smoker. Makes the case for a smoking ban in workplaces, 
offering practical advice to managers on how to introduce such a policy. 
Educational Media Film and Video Ltd. 

“Smoke free at work”. Video and information pack. Yorkshire Regional Health 


Authority. Adhealth Ltd. 


Publications 


a. 


@ 


b. 


“Creating effective smoking policies in the NHS” (a joint Department of Health/ 
HEA publication available from the HEA). 
“Smoking policies at work” — how to introduce smoking policies in the workplace 


(HEA). 


. “Smoking policy manual” - comprehensive guide to developing and implementing 


a smoking policy in the workplace (ASH). 


. “Managing change” - smoking policies in the NHS - (HEA) Liz Batten. 
. “Action on smoking in the workplace” - Kate Woodhouse. (HEA HELIOS 


project). Discusses the health risks of passive smoking, the reasons for having a 


workplace policy and how to initiate one. 


. “Clearing the air: a guide for action on tobacco”. Martin Raw, Patti White and Ann 


McNeill. BMA on behalf of WHO Regional Office for Europe 1990. 


. “Its better working smoke free”. BASP (European Bureau for Action on Smoking 


Prevention) 1992. Guide to introducing smoking policies in the workplace. 


. “Guidelines for developing smoking policies in the workplace”. Contains 


materials designed to help companies develop effective smoking policies. Stop 
Smoking, 1992. 

“Action on smoking policies in the NHS”. An action pack for World No Tobacco 
Day 1993.To become available from HELIOS (HEA). 


HEALTH PROMOTION IN CONTRACTS 
HEA publications 


a. 


“Putting health into contracts” — the role of purchasing authorities. 
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7 STRATEGY DEVELOPMENT 
7.1 HEA publications: 
a. “Avoiding the pitfalls. Notes on the planning and implementation of health 
education strategies and the special role of the HEA” - a book dealing with the 


planning and implementation of health education in a variety of setting. 
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Appendix XII 


LIST OF USEFUL CONTACTS FOR SMOKING AND LUNG 
CANCER 
@ ASH (Action on Smoking and Health), 109 Gloucester Place, London W1H 
3PH. Tel. 071 935 3519 


@ BACUP,3 Bath Place, Rivington Street, London WC2A 3JR. 
Tel. Cancer information service - 0800 18 11 99 
Cancer counselling service - 071 696 9000 
Administration - 071 696 9003 
National telephone information service staffed by cancer nurses who offer 


advice, information and emotional support on any aspect of cancer. 


® BASP (European Action for Smoking Prevention), 117 rue des Atrebates, 


1040 Bruxelles, Belgium 


@ British Thoracic Society, 1 St. Andrew’s Place, London, NW1 4LB. 
Tel. 071 486 7766 


® Cancer Research Campaign, 2 Carlton House Terrace, London SW1Y 5AR. 
Tel. 071 930 8972 


@ HEA (Health Education Authority), Hamilton House, Mabledon Place, 
London, WC1 9TX. Tel 071 383 3833 


® HEA HELIOS (Health Education Local Initiatives On Smoking) Project, 
Bristol Polytechnic, Redland Hill, Bristol BS6 6US. Tel. 0272 238317 


@ HEA Smoking Prevention Field Support Project, see HEA HELIOS Project 


@ Health Behaviour Unit, Smokers Clinic, 4 Windsor Walk, Camberwell, 
London SE5 8AF. Tel. 071 703 5411 


@ HSE Health and Safety Executive Library and Information Services, Broad 


Lane, Sheffield S3 7HQ. Tel. 0742 752539 


® Imperial Cancer Research Fund, Public Relations Department, PO Box 123, 
Lincoln’s Inn Fields, London WC2A 3PX. Tel. 071 242 0200 


@ OPCS Information Branch, St Catherine’s House, 10 Kingsway, London 
WC2B 6JP. Tel. 071 242 0262 ext 2208/2243 
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QUIT (National Society of Non-Smokers), 102 Gloucester Place, London 
W1 3DA. Tel. 071 487 2858. Quitline 071 487 3000 


Royal College of Physicians, St Andrew’s Place, Regent’s Park, London NW1 
4LE. Tel. 071 935 1174 


Stop Smoking, PO Box 100, Plymouth PL1 1RG. Tel. 0752 709506 


United Kingdom Co-ordinating Committee on Cancer Research, 


PO Box 123, Lincoln’s Inn Fields, London WC2A 3PX. Tel. 071 269 3548 


No Smoking Day, Hamilton House, Mabledon Place, London WC1H 9TX. 
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1.1 


1.2 


1.3 


1.4 


BREAST CANCER 


INTRODUCTION 


HEALTH OF THE NATION 


Target for Breast Cancer 


To reduce the rate of breast cancer deaths among women invited for 


screening by at least 25% by the year 2000. 





One in fourteen women in England develops breast cancer at some time in her life. It 
is much more common in women over 50. Around 21,500 new cases are reported in 
England each year. More women die from breast cancer than from any other form of 
cancer; some 13,000 deaths a year occur in England of which 89% (11,500) are in 
women over 50 years. If breast cancer can be identified early, treatment is more likely 


to be effective and add years to life and life to years. 


Breast cancer is one of the key cancers for which a specific outcome target was set in 
The Health of the Nation. This target is in accord with those of the National Health 
Service Breast Screening Programme (NHSBSP) which aims to reduce breast cancer 
deaths in the population invited for screening by at least 25% by the year 2000, from 
93.6 per 100,000 population in 1990 to no more than 72.2 per 100,000 in 2000. 
These figures have been revised to take account of 1991 census data now available. 
The objective is to save some 1,250 lives per year. At present there is no established 


way of preventing breast cancer. 


Early Detection 

The Breast Screening Programme is nationally co-ordinated within the NHS, in line 
with policy set by the Department of Health. The National Co-ordinator, based at 
Trent RHA, is responsible for co-ordinating quality assurance, training, education, 
equipment and publicity, and circulating guidance on good practice. 

The eventual success of the Breast Screening Programme will be measured in terms 
of the reduction in breast cancer mortality, but this cannot be expected for some time. 
Supplementary indicators such as compliance rates, breast cancer detection rates, and 


the malignant to benign ratio should be monitored. The Breast Screening Programme 
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1.5 


bb 


is underpinned by substantial research data, as summarised in the “Forrest Report 
(Department of Health and Social Security. Breast Cancer Screening: Report to the 
Health Ministers of England, Wales, Scotland and Northern Ireland. London: 
HMSO, 1986. Chair: Professor Sir Patrick Forrest) and “Breast Cancer Screening 
1991: Evidence and Experience since the Forrest Report” (Advisory Committee on 
Breast Cancer Screening: Breast Cancer Screening 1991: Evidence and experience 
Since the Forrest Report. NHSBSP 1991. Chair: Professor Martin Vessey). Health 
Authorities should draw on this material when considering the local initiatives 
highlighted in this chapter. Regional Breast Screening Co-ordinators should also be 


able to provide examples of good practice in other Regions. 


Mortality rates reflect both the incidence and how successfully breast cancer is 
treated. It is important to look at the totality of the strategy within Health of the 
Nation which not only sets targets but addresses adding life to years and years to life. 
Early detection of breast cancer through the breast screening programme is a key 
element in reducing mortality. However, we know that some women outside the 
screening programme (eg. non-attenders, those under 50 years, and those over 64 
years) will present with symptoms and signs of breast cancer. It is therefore essential 
that local initiatives should encourage not only women but primary health care teams 
and health professionals in general to be breast aware, so that the early symptoms and 
signs of breast cancer are recognised and promptly referred for assessment and 
treatment. Speedy referral is as vital for symptomatic women as for those diagnosed 
through the screening programme, and so referral target times in NHSBSP guidance 
should be applied for symptomatic women. The highest quality breast cancer services 


must be available for both screened and symptomatic women. 


1.6 There are already well established quality assurance mechanisms in place in RHA’s 


for the breast cancer screening programme. These should be used, and advice of staff 


sought in applying similar standards to symptomatic services. 
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1.7 


1.8 


1.9 


Clinical Management 

A definitive diagnosis of breast cancer can be made in most cases on the basis of: 
@ physical examination 
@ mammography (and where necessary ultrasonography) 


@ fine needle aspirate cytology 


Assessment of suitability and staging to determine appropriate management. Staging 


systems describe semiquantitatively the local and distant extent of tumour growth. 


In a disease as complex as breast cancer there will be variations in treatment because 
this is tailored to the individual patient’s needs. A number of treatments can cure 


breast cancer or produce regression in more advanced disease. 


1.10 Treatment might include: 


@ surgery (simple mastectomy, lumpectomy) with or without 
@ radiotherapy 

@ adjuvant chemotherapy 

@ adjuvant endocrine therapy (Tamoxifen) 

@ ovarian ablation 


@ palliation 


Optimal treatment should balance benefits, for example cure, prolongation of life, 
relief of symptoms, against its adverse effects. The psychological effects of diagnosis 
and treatment are considerable and need to be approached with sensitivity. General 
practices and primary care personnel are involved at all stages and their contribution 
needs to be integrated with those working in secondary and tertiary care if high 
quality services are to be provided. Investigations and procedures should be planned 
so that delays in obtaining results and in deciding treatment are avoided. The role of 


nurse counsellors in long term management is important. 


Palliation 


1.12 Palliative care teams may be active in hospitals, hospices and patients’ homes. 
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Government Priorities 


1.13 The Government believes that the priority should be the maintenance of the high 


standards already achieved in the programme, and encouraging women in the target 
population to take up their screening invitations. Delays in accepting invitations 


could mean that some cancers are diagnosed later than may have been possible. 


1.14 This chapter contains information, ideas and examples of current practice intended to 


help managers in the NHS, their professional colleagues and other interested parties 


develop local strategies for achieving the breast cancer target. 


1.15 Appendices I and II to this chapter contain further, background information. 


SKETCH THE LOCAL PICTURE 
Helpful information which can contribute to the local picture includes: 

® a local health profile using Health Indicators drawn from data published by 
OPCS, the Department of Health, and Regional Surveys relevant to breast 
cancer 

@ a population profile of residents banded by sex and age with accurate records 
of the rates of births and deaths 

® an estimate of the population increase in specific age bands, especially for 
women over 50 

® information on the ethnic profile of the region and the varying needs of 
different ethnic groups 

@ data about newly diagnosed breast cancer in residents and non-residents 
treated within the Region 

® information about those patients entirely managed by the GP or treated in a 
private hospital 

@ information from local screening offices on uptake, referral rates, biopsy rates, 
cancer detection rates and (where available) stage, grade and size of screen 
detected cancers 

@ monitoring of changes in breast cancer stage, grade, and tumour size in 
screened and symptomatic women 


® estimating interval cancers (NHSBSP is producing guidance) as they are an 
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2.2 


important indication of the sensitivity of the screening programme. Interval 
cancers should be calculated over a very large population base of at least 
50,000 screened women in any one year. This will require Regional rather than 
District or Programme interpretation of data 

@ monitoring of current incidence and mortality data for breast cancer 

® cancer registration and mortality data. A minimum data set for cancer 
registration initially to include the stage and grade of breast and cervical 
cancers is under discussion. Discussions are also under way on the capture of 
histopathology data and the impact of the private sector on cancer registration. 
There are links between the Cancer Screening Evaluation Unit and FHSAs 


under development. 


Needs Assessment 

The agenda for needs assessment in the 1990s is about the nature and level of breast 
screening services required to achieve the targets identified in the Health of the 
Nation and the NHSBSP and about improving services for symptomatic women 
who have not taken part in the screening programme. HAs will need to: 

© compare the local picture with that of other similar localities and with national 
standards in order to measure performance and indicate where improvements 
are necessary; regular meetings of Regional Co-ordinators for breast screening 
provide a useful forum for comparison of local variations and practice. 
Examples of how breast cancer rates vary across the country can be found in 
the 1992 National Audit Office Report into cervical and breast cancer 
screening (see 5.1 below) 

@ identify local health issues for example low uptake in some parts of a district 
where there may be a high degree of population mobility or high ethnic 
minority population. Actions to address these, might include looking at the 
balance between education, promotion, prevention, intervention and aftercare 
and using link workers fluent in the appropriate language or a general health 
education programme targeting well women and including details of breast 
screening facilities 

@ assess changes over time and predict where there will be a changing need for 


the provision of breast screening services bearing in mind the increasing 
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3.2 


3.3 


number of older people. Women over 65 are able to continue to use the 
screening service, (though they are no longer invited for screening), if they 
request it. This is likely to mean a net increase of women being screened 


over time. 


SEEK LOCAL VIEWS 

It is important to identify beforehand the purpose of the consultation exercise and to 
frame questions so that they produce the information which is helpful bearing in 
mind existing NHSBSP guidance (see Appendix II) and through liaison with 


Regional Co-ordinators. 


The views of those actively involved in providing breast screening and breast cancer 


services should be sought. 


Examples of subjects on which questions might be asked are: 

® the support and care of women recalled after screening 

® how to ensure optimum uptake of further invitations to breast screening eg. 
timing and availability of clinics, and availability of female staff 

@ the needs of minority groups 

@ the role of nurses in disseminating information and encouraging uptake of 
screening 

@ DH is currently funding a pilot project aimed at ethnic minority women to 
improve uptake of breast and cervical cancer screening services. The project is 
based in the area of Bradford FHSA and is a joint venture with Yorkshire RHA 
and Bradford FHSA and DHA. The project manager reports to the general 
manager of Bradford FHSA. The aim is to look at the possibility of a national 


programme if the pilot proves effective. 


DEVELOP LOCAL ALLIANCES 

National and local strategies on breast screening need to be fully supported by other 
agencies eg. commerce (employers, unions) local authorities, voluntary agencies and 
schools. The targets identified in the Health of the Nation can only be achieved 


through their help so that appropriate information on breast screening and breast 
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4.2 


4.3 


4.4 


5.1 


awareness reaches all pwomen. Local alliances are an important element in 


underpinning this effort. 


HAs will need to identify the key local statutory and voluntary agencies which can 
have an impact on the health of the target population and initiate health alliances 
where these do not already exist. These are likely to include organisations such as 
cancer registries, the Cancer Research Campaign, the Imperial Cancer Research 


Fund, Tenovus, BACUP and others listed in Appendix III. 


HAs will wish to identify the potential gains for all members of the alliance, and how 
this will improve the health of the target population, eg.: 
@ better information about the local health picture 
© opportunities for capitalising on other agencies’ agendas (eg. by co-ordinating 
information campaigns to gain maximum publicity) 
@ persuading other local agencies to set their own targets 
@® encourage employees to take up invitations for screening and allow paid time 
off work 
@ form local alliances to encourage women to take up screening invitations and 
promulgate breast awareness 


@ provide counselling services for women and their relatives about cancer. 


The formation of health alliances would facilitate improved awareness within the 


community, and could improve the uptake of breast screening. 


ASSESS AVAILABLE INTERVENTIONS 

Interventions for NHS as Purchaser and Provider 

In February 1992, the National Audit Office published “Cervical and Breast 
Screening in England”, a report by the Comptroller and Auditor General. The report 
concluded that health authorities should take the opportunities offered by the 
separation of the purchaser and provider roles to take full advantage of service 
contracts to maintain the benefit of initial Department of Health funding. An 
approach which HAs might wish to consider is the trend in Trent Region towards 
unified breast care services supported and encouraged by the Regional Director of 


Public Health and the Regional Quality Assurance SIGMA project. 
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The role of RHAs in the NHS Breast Screening Programme (NHSBSP) 


5.2 Regions retain responsibility for organising screening programmes locally at present. 


Regional General Managers (RGMs) have agreed that purchasing of breast screening 


should in future be devolved to districts; some Regions have already moved well 


down that track. The continuing RHA role includes ensuring that: 


services are provided for the eligible population to the standard set out in the 
NHSBSP guidance 

the appropriate management arrangements have been made for each 
programme 

Regional Quality Assurance Services are in place, including an advisory service 
(see HC(89)6), and that quality assurance managers have been appointed 
performance management mechanisms are in place for breast screening 
monitoring of contracts and performance should be carried out. The regional 


quality assurance team should be involved in this activity. 


5.3 RHAs can also contribute to the strategy by: 


DHAs 


running health promotion campaigns, including Breast Awareness for all 
women and initiatives to encourage eligible women to take up screening 
invitations. North East Thames RHA have purchased a Healthmobile for this 
purpose 

building on local and national alliances to improve health by collaborating 


with other agencies such as the NHSBSP and HEA. 


5.4 Key aspects of DHAs’ roles in relation to breast cancer include: 


purchasing health promotion activities, eg. breast awareness, and health 
education campaigns for women in the target population to encourage uptake 
of screening invitations 

building on local and national alliances to improve health by collaborating 
with other agencies such as the NHSBSP and the HEA (see Appendices I 
and IT) 

purchasing high quality breast screening services in line with the technical and 


professional standards of the Consolidated Guidance on Breast Cancer 
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Screening published by the NHSBSP in June 1990, and in Table 1 of the 
“Pritchard Report” on Quality Assurance Guidelines for Mammography, 
published by the NHSBSP in March 1989. Revision of Table I is currently 
being undertaken by the NHSBSP (see Appendix II) 

ensuring that these services are available to the eligible population in the 
district 

ensuring that adequate arrangements have been made for identifying women 
in the eligible age groups 

maximising attendance for screening, eg by district-wide promotion and 
ensuring the high quality service and communication when women attend 
setting targets for and purchasing high quality diagnostic, treatment and 
support services for symptomatic women 


ensure that full therapeutic facilities are available. 


Providers 


5.5 Key aspects of the provider’s role include: 


5.6 


FHSAs 


providing health promotion services aimed at the target population through 
liaison with the NHSBSP 

providing high quality breast cancer screening, treatment and support services 
in line with NHSBSP guidance 

ensuring that those with breast cancer are promptly treated 

producing acceptable clinical guidelines in the management of breast cancer 
through liaison with professional bodies and the NHSBSP 


maintaining good liaison with Breast Screening Programmes. 


FHSAs have an important role to play in supporting the administrative and general 


practice aspects of the screening programme. 


Activities led by FHSAs 


5.7. Key aspects of FHSA administration roles in relation to breast cancer include: 


@ to provide accurate lists of the target population which allow the operation of 


the call and recall system. (The Forrest Report noted inaccuracies of up to 20% 
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in the FHSA lists from which names and addresses would be taken) 
@ to monitor and improve the accuracy and completeness of FHSA Registers 


® to maintain good liaison with Breast Screening Programmes. 


5.8 As FHSAs increasingly take over the computerised recall system for mammography 
screening, the efficiency of the whole system will rely heavily on the systems they run 


and maintain. 


FHSAs role in supporting the PHCT 

@ promote the benefits of the screening programme, through FHSA facilitators 
and offering practice nurse training. Arrangements could be made for practice 
nurses to visit the screening centre to learn about the procedure, in order to 
counsel patients in an informed way 

@ ensure that training is available to practice nurses regarding the follow-up and 
counselling of non-responders 

@ ensure that information is available for practice nurses regarding local 
procedures for outpatient breast clinics, diagnosis and treatment, to ensure that 
they counsel patients in an informed way and minimise anxiety in women 


needing further investigation or treatment. 


Role of Primary Health Care Team 
5.9 Suggestions for how the Primary Health Care Team can play an effective role in 
relation to breast cancer are as follows: 
@ to understand and promote the breast screening programme 
@ to take action to follow up non-responders 
@ to give advice to women 
® to maintain close liaison with the local breast screening programme to ensure 
continued involvement with decisions on how women on their lists are to be 
invited for screening and how their screening results are to be notified, and to 
ensure keeping up to date with current practice 
@ to get involved in follow up and treatment arrangements 
® to monitor and modify the efficiency and effectiveness of these arrangements 


® to minimise anxiety in women recalled for further assessment 
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@ to monitor the support and care of women recalled to optimise the uptake of 
further invitations to breast screening 


@ to promote breast awareness. 


Role of the NHSBSP 


5.10 This is wide-ranging. Key aspects are identified in Appendix I. 


5.11 


6.2 


Interventions for NHS as Employer 
Key aspects of the NHS’s role as employer in relation to breast cancer include: 
@ taking forward the “Health at Work” initiative in the NHS aimed at the 
women targeted in the national screening programme 
@ encouraging eligible employees to take up screening invitations and allow paid 
time off work to attend 


@ promoting breast awareness amongst female staff. 


IDENTIFY RESEARCH AND DEVELOPMENT NEEDS 
Local R&D needs are for local decision and should be focused towards underpinning 


national initiatives and the Health of the Nation targets. 


In order to avoid duplication of effort and expense, the Breast Screening Programme 
has a well-established pattern of liaison through the professional co-ordinating 
groups (‘Big 18s’) and the United Kingdom Co-ordinating Committee on Cancer 
Research (UKCCCR) Breast Screening Research Subcommittee. There are four 
major national research projects into breast screening, co-ordinated by the UKCCCR, 
on the following subjects: 
@ the impact on mortality from breast cancer of starting to screen women 
annually from the age of 40 years 
@ the effect of screening more frequently than every three years in women aged 
50 years and over 
@ the effect of taking two mammography views rather than one in the current 
target population 
@ an assessment of alternative methods of treating some of the very small early 
cancers (Ductal Carcinoma in Situ - DCIS) detected by the current screening 


programme. 
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7. 
7.1 


7.2 


7.3 


AGREE LOCAL TARGETS 
The objectives of local targets should be to maintain the provision of high quality 


breast screening, assessment, treatment and support services. 


NHS priorities for 1993/94 include a requirement for health authorities to set targets 
for breast screening in addition to those already specified. Health Authorities will 
wish to consider what other targets should be set at local level. One example of local 
targets would be for districts/regions with inner city areas to set specific targets to 
improve uptake. Others would be to set referral target times for symptomatic women, 
for symptomatic services, to match the quality standards set by the NHSBSP, and for 


cancer registries to audit breast cancer stage, grade and tumour size. 


Breast screening targets 
The following information will be helpful to Health Authorities when deciding local 
and supplementary targets for breast screening: 

@ the “Forrest Report” 

@ the “Pritchard Report” which provides acceptable values against which Regions 
can monitor the performance of assessment centres 

@ the consolidated guidance on breast cancer screening 

® evidence and experience since the Forrest report (see Appendix I) 

@ the data on NHS achievements in breast cancer screening in 1990-1991 set 
out below. Although the latter are based on provisional data and will soon be 
out of date, they are a useful guide. Health Authorities will wish to compare 
local achievements which vary considerably against the national picture 

@ future targets for individual professional groups are included in the NHSBSP 


guidance documents shown in Appendix II. 


7.4 All this information predates The Health of the Nation and is contained in the 


various NHSBSP guidance documents given in Appendix II. The standards in these 
documents are not negotiable. However, in order to achieve the breast cancer target, 
Health Authorities will wish to consider whether they should set even more 


challenging targets than those which have been set so far. Examples of areas in which 
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local targets could be set are below. Health Authorities may wish to consider what 
degree of improvement on these figures is achievable: 
@ uptake rate —To be successful the Forrest Report said that the NHSBSP would 
have to persuade 70% of women invited to attend for a mammogram. The 
national acceptance|rate in 1990 was 71.2%, but some regions fell short of the 
70% target 
@ recall rate - Forrest said that fewer than 10% of women should be recalled 
after initial mammogram to a breast assessment unit. Nationally a recall rate of 
7% was achieved 
@ biopsy rate and benign to malignant ratio —The Forrest Report predicted that 
the proportion of women that have biopsies which prove they have cancer 
would be 25%.The NHSBSP positive biopsy rate in 1990 was 62% 
@ cancer detection rate — Forrest predicted a cancer detection rate of 55 per 
10,000 women screened. Nationally a cancer detection rate of 62 per 10,000 
women screened was achieved. Of these, 21% had small cancers less than 1cm 
in diameter and 17.6% had non-invasive cancers (DCIS) where early treatment 
is much more likely to give an improved outlook 
@ follow-up of abnormalities —-The NHSBSP suggested the following targets for 
the follow-up of abnormalities, which were endorsed by the Advisory 
Committee on Breast Cancer Screening: 
~ first stage screening to subsequent assessment: less than two weeks 
~ surgical assessment: less than one week (when the two stage assessment 
process has to be used) 

~ completion of assessment to biopsy: 90% admitted within two weeks 

~ diagnosis to treatment of screen-detected lesion: 90% admitted within 
three weeks 

@ Screening service levels - The Forrest Report recommended that each 
screening centre should serve a population of half a million. The Advisory 
Committee recommended that each assessment team should provide for 
referrals from up to three screening centres per 1.5 million population 
(NHSBSP Consolidated Guidance on Breast Cancer Screening June 1990); 


this target is non-negotiable. 
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AGREE STRATEGIES FOR ACHIEVING LOCAL TARGETS 

Different strategies will be needed to achieve local NHS targets. These could be 
derived through discussion with Regional Co-ordinators and the NHSBSP so that 
local NHS targets do not conflict with national screening policy. Other agencies can 
support NHS strategies, one example is the use of local authority premises for the 


parking of mobile breast cancer screening units. 


DEVELOP SKILLS AND RESOURCES 
Key aspects of training staff at all levels throughout the NHS should be determined 
through liaison with the NHSBSP (see role of NHSBSP, Appendix I), appropriate 


professional bodies and other relevant organisations. 


Quality Assurance of Breast Screening 
Examples of points to consider when developing skills and resources are: 

@ the requirements to deliver high quality breast cancer screening services in 
HC(89)6 to ensure that all staff involved in breast screening programmes are 
properly trained and participate in quality control and for Regions to provide 
an advisory and monitoring service to purchasers 

@ the Breast Screening Programme includes National Co-ordinating Groups 
(‘Big 18s’) for a range of professions and disciplines including nurses, 
pathologists, radiographers, surgeons, radiologists, radiotherapists, oncologists, 
administration, equipment, physics, health promotion and quality assurance 
managers. The NHSBSP publication, Who’s Who, gives their membership 

@ a number of these groups have produced guidance on quality assurance which 
will aid purchasers and providers, the full list is given at Appendix II. In 
addition, guidance has been produced by other groups including the “Pritchard 
Report” prepared by a subcommittee of the Chief Medical Officer’s 
Radiological Advisory Committee, issued under cover of HC(89)6 and 
“Guidelines for Pathologists” prepared by a Royal College of Pathologists 
Working Group. 
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9.3 


9.4 


9.5 


10 


Provision of adequate diagnostic, treatment and support services 

The Forrest Report did not include recommendations on the provision of these 
services as it was outside their remit. The Advisory Committee has suggested that 
guidelines should be produced for radiotherapy and possibly other aspects of 
treatment, and these are already under consideration by the relevant Royal Colleges 
with the support of the Management Executive (ME) and NHSBSP. Both the 
Surgeon’s Quality Assurance document and the forthcoming nurses’ guidance (‘Big 
18’ Group working in partnership with the Royal College of Nursing) include 


progression from screening into patient services. 


There is also a National Co-ordination Group for Equipment, and in association with 
the Medical Devices Directorate, they assess equipment and produce guidance notes 


for the purchasing of breast screening equipment. 


The ‘Big 18’ Group working in partnership with the Royal College of Nursing are 
about to publish: 
@ guidelines for a job description for a nurse working within the screening 
programme 
@ an operational policy for a nursing post within the programme 


@ standards of care for women attending assessment centres within the NHSBSP. 


ESTABLISH PURCHASING AND MONITORING 
ARRANGEMENTS 


Purchasing 


10.1 To achieve local targets, breast cancer screening service purchasers and providers will 


need to identify the local requirements of successful implementation. These should 
include the following: 
@ ensure that all eligible women are brought into the programme on schedule 
@ accurate FHSA registers to ensure that women in the target group receive their 
invitations 
e effective health education in order to maximise the uptake of invitations 


@ quality assurance systems in line with guidance in taking mammograms, the 
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use of highly trained staff in identifying and assessing abnormalities to 
minimise: 
~ the number of women recalled for technical reasons 
~ the number of cancers undetected 
~ the number of women referred for further assessment 
@ quality assurance systems in line with guidance for following up women with 
abnormalities, an adequate level of assessment and treatment services, staffed 
by experienced breast teams to ensure that: 
~ abnormal mammograms are followed up promptly and with minimum 
anxiety 
~ the number of women referred for biopsy is minimised 
~ those with breast cancer are promptly treated 


@ ensure that screening offices maintain complete, accurate databases. 


Monitoring 
10.2 The eventual success of the Health of the Nation will be measured by a reduction of 
the death rate in the population invited for screening. Timely, accurate and complete 
information on incidence and mortality is essential for monitoring and evaluation. 
Local monitoring policies will be needed which are compatible with the 
requirements of the national programme which are tailored to local needs. Health 
Authorities may wish to bear the following in mind when developing local 
monitoring arrangements: 
® information exchange and alliances with both the NHSBSP and the 
Department of Health Cancer Screening Evaluation Unit are key issues; 
® the development of guidance on acceptable clinical management of breast 
cancer which should minimise the effects of treatment on the outcome of the 
breast cancer screening programme; 
@ that there should be close liaison with the cancer registries in order to facilitate 


the recognition of interval cancers arising in the non-screened population. 


10.3 The NHSME will monitor the progress of Regions in maintaining the standards and 


targets set by the NHSBSP through on going performance review. Regions should 


110 
CANCERS 


Key Area Handbook 


have performance management mechanisms in place. Information on the screening 
programmes is collected centrally through KC62 and KC63. These are currently 


under review. 


10.4 The work of the ‘Big 18’ quality assurance groups is monitored through the National 


Co-ordinator, who is accountable to the Department of Health. 


10.5 Cancer registries could devise strategies for audit which ensure that all appropriate 


data is collected and transferred to local screening offices and OPCS. 


11 PROVIDE FOR EVALUATION AND DISSEMINATION 
11.1 Good practice should be shared through local alliances with the NHSBSP ‘Big 18s’, 
the National Co-ordinator and the Department of Health Cancer Screening 


Evaluation Unit. 
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Appendix I 


THE NATIONAL HEALTH SERVICE BREAST SCREENING 
PROGRAMME (NHSBSP) 

In July 1985, the Government appointed a working group, chaired by Sir Patrick 
Forrest, to consider the case for breast cancer screening by mammography in 
symptomless women. The working group concluded that screening women between 
50 and 64 years can reduce mortality from breast cancer. 

The recommendations of the Forrest Working Group were accepted by the Secretary 
of State for Health in 1986, and the United Kingdom was the first country within the 
EC and one of the first in the world to launch an entirely new and comprehensive 
national breast cancer screening service based on computerised call and recall which 
invites women in the target population to attend for mammography every 3 years. 
Regions were required to establish this and ensure that all screening programmes 
were up and running by the end of March 1990. All eligible women aged between 
50 and 64 years were to be invited for screening by mammography by the end of 
March 1993. (DH circulars DA(87)14 and EL(88)P/48.) 

The National Health Service Breast Screening Programme was introduced centre by 
centre over three years from 1987 to allow for time to train staff and provide back-up 
facilities for diagnosis, treatment, counselling and after care. Now the Breast 
Screening Programme is nationally co-ordinated through the National Breast 
Screening Programme (NHSBSP) team based at Trent Regional Health Authority. 
The National Co-ordinator is Mrs Julietta Patnick. The National Co-ordinating team 
includes a national radiographic adviser and the national mammography physics 
centre (see “Who’s Who in the NHSBSP” in Appendix I for details). 

A newsletter, called NETWORK is published and distributed regularly by the 
NHSBSP. A comprehensive list of publications since the inception of the programme 
is given at Appendix II. 

The service is now operational throughout England. All eligible women should have 
received their first screening invitations by 1993 (1994 in Scotland). Some screening 
centres opened late, and may not reach this target. Every effort should continue to 


meet these targets without reducing the high standards already set by the programme. 
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DEVELOPMENT OF THE NHSBSP 

The development of the screening programme, its effectiveness and efficiency, are 
monitored by the Advisory Committee on Breast Cancer Screening. It agrees national 
standards as set out in guidance and also advises on underpinning research. 
STRUCTURE OF THE NHSBSP 

The screening programme can be divided into three screening stages: 

The screening stage 

@ the invitation based on FHSA registers of women aged 50-64 years for 
mammographic examination 

@ screening by single medio-lateral oblique view mammography to identify any 
radiographic abnormality which may be breast cancer. Authorities had the 
discretion to carry out an additional, cranio-caudal, view in the prevalent round 
providing that the costs of this were met locally. Some 45% of programmes 
now routinely use two views for prevalent round women 

@ the further investigation of women with screen detected abnormalities by a 
review examination 

The diagnostic stage (assessment) 

@ a specialist intervention which may or may not follow a review examination 
performed by a skilled multidisciplinary team either to confirm normality or to 
confirm the diagnosis of breast cancer 

The treatment stage 


® treatment of screen-detected cancers. 


Women outside the target population 

Asymptomatic women over 65 can ask to attend a screening clinic every 3 years. 
Population screening for asymptomatic women under 50 by mammography is as yet 
of uncertain value in reducing mortality from breast cancer, and so they are not 
included in the NHSBSP. 

The investigation of symptomatic women at any age and of women under 50 
known to be at high risk of breast cancer is a matter of clinical judgement. Local 


arrangements for mammography will vary, these lie outside the NHSBSP. 
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ROLE OF NHSBSP 
This is wide-ranging and includes the following: 


@ co-ordinate the programme nationally, including the sharing of good practice 


and support for Regions 

promulgate national standards including those for breast screening equipment 
co-ordinate national quality assurance groups covering all aspects of the 
screening programme, administration, equipment, evaluation, nurses, 
pathologists, physics, quality assurance managers, radiographers, radiologists, 
Regional co-ordinators, and surgeons. These Groups are known as ‘Big 18s’. 
Their membership represents the 14 RHAs, Scotland, Wales and Northern 
Ireland, and the private sector. The publication, Who’s Who by the NHSBSP, 
gives their membership and is regularly updated. The group’s activities have 
led to the introduction of external quality assessment schemes for pathologists 
and radiologists, and to the establishment of a National Mammography Physics 
Centre in Guildford. Quality assurance guidelines have been produced for 
pathologists, radiologists, surgeons, radiographers and physicists. Quality 
assurance guidelines for nurses are in production. There are four breast 
screening training centres in England which work to ensure that the quality 
standards are maintained for the medical and radiographic professions. In 
addition pump priming funding was provided to develop an English National 
Board (ENB) accredited course in breast care nursing 

information systems — co-ordinate the development of computer systems for 
breast screening. There are some problems with the computer system and 
resultant inconsistencies in data. In an attempt to iron these out, the co- 
ordination team established a project board in January 1991 which meets three 
times a year to address these. The Department of Health commissioned a study 
of these problems which reported in September 1992 

provide up-to-date information on all aspects of breast screening 

produce, with Regional and professional colleagues, management and quality 


assurance guidance for the NHS screening programme. 
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ROLE OF CENTRAL CO-ORDINATION, 
DEPARTMENT OF HEALTH 
12. The role of the Department of Health is: 
@ to set national policy, including Health of the Nation targets 
@ through performance management, to monitor quality standards in Regions 


and hold management to account for meeting national objectives 
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Appendix II 


BREAST CANCER RESOURCE LIST 
NHSBSP Publications 
@ Assessment of Seven Breast Screening Vehicles 

Produced by Jill Hangartner and Colin Hancock. An assessment of operational 
aspects of 7 mobile units in practical use in early 1989 to provide information 
for HAs in purchasing similar facilities. 
Units visited were in Nottingham, Manchester, Southampton, Salisbury, 
Aylesbury Vale, Cornwall, Huddersfield, Epping 
Pub: early 1989 -ISBN 1 871997 453 


@ Quality Assurance Guidelines for Mammography (the “Pritchard Report”) 
Prepared by a sub-committee of the Radiological Advisory Committee of the 
Chief Medical Officer, chaired by Dr John Pritchard. 

Issued by DH under cover of HC(89)6 — “Health Services Management: Breast 

Cancer Screening: Quality Assurance for mammography” — which required 

each Region to: 

— nominate a quality assurance manager and establish a QA reference centre 
by March 1990 

- include in the job description of staff participating in the programme the 
need to comply with the QA system 

— ensure staff are adequately trained 


Pub: March 1989 


@ The First 20 Screening Programmes - The Facts 
Prepared by Dr Kate Murray-Sykes (national resource team) and Alastair 
Neilson (Oxford Polytechnic) in 1989 
This reported the results of a questionnaire completed by managers of each of 
the first 18 Forrest screening units in England (and two in Wales) which had 
been screening for at least 6 months, and aimed to provide practical experience 
and guidance for others 


Pub: 1989 —- ISBN 1 871997 35 6 
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Mobile Breast Screening - The First 10 Units 
Prepared by Dr Kate Murray-Sykes (national resource team) - a follow up to 
the earlier study, based on returns to a questionnaire 


Pub: 1989 — ISBN 1 871997 40 2 


Neteeites Screening Programine 

Prepared by Dr Kate Murray-Sykes and Dr J A Muir Gray (national 
development team), Barbara Howe (Northern RHA) and Alastair Neilson 
(Oxford Polytechnic) in November 1989. 

This followed on from the two reports immediately above and is intended for 


use as a SOUrCe document on programme management. 


Health Education - Draft Guidelines 

Prepared by Julie Cook (HEA), Deborah Knight (Yorkshire RHA), Vicki 
Taylor (SW Thames RHA), Dr Joan Austoker (Cancer Research Campaign, 
Oxford) and Dr J A Muir Gray (national development team) 

Pub: 1989 - ISBN 1 871997 45 3 


Draft Guidelines on Improving Acceptability 

Produced by Dr J A Muir Gray (national development team) and Dr Joan 
Austoker (Cancer Research Campaign, Oxford) 

Pub: ISBN 1 87997 20 8 


Organising Assessment 
Prepared by Dr Kate Murray-Sykes (national development team) 
Pub: 1989 —-ISBN 1 87997 05 4 


Protocol of UK Randomising Trial for the Management of Screen Detected 
Ductal Carcinoma in Situ (DCIS) of the Breast 

Produced by a Working Group of the Breast Cancer Trials Co-ordinating Sub- 
Committee on Cancer Research (UKCCCR), chaired by Professor C A Joslin 
Pub: December 1989 - ISBN 1 871997 60 7 
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Visiting Primary Care Teams to Explain their Part in the Screening 
Programme 

Produced by Dr Joan Austoker and Dr John Humphreys (Cancer Research 
Campaign, Oxford) 1989 

This is aimed to provide a checklist for screening programme staff in 
establishing communications with primary care teams. 

Pub: 1989 —- ISBN 1 871997 00 3 


(Now replaced by Involving Primary Care Teams - see below). 


Breast Cancer Screening - A Practical Guide for Primary Care Teams 
Prepared by Dr Joan Austoker (Cancer Research Campaign, Oxford) in 
association with the National Breast Screening Programme (NHSBSP) 


Pub: 1990 - ISBN 1 871007 55 0 


Involving Primary Care Teams in the National Breast Screening Programme 
Prepared by Dr Joan Austoker and Dr John Humphreys (Cancer Research 
Campaign, Oxford) 

Pub: July 1990 -ISBN 1 872263 15 1 


Pathology Reporting in Breast Cancer Screening 
Prepared by a Royal College of Pathologists Working Group chaired by - 
Dr J P Sloane, Department of Histopathology, Royal Marsden Hospital 
Pub: February 1990 —- ISBN 1 871997 70 4 


Guidelines for Pathologists 

Prepared by a Royal College of Pathologists Working Group chaired by 
Dr J P Sloane, Department of Histopathology, Royal Marsden Hospital 

Pub: February 1990 - ISBN 1 871997 65 8 


Draft Set of Criteria for Evaluation and Quality Assurance 
Produced by DrJ A Muir Gray (national development team) 
Pub: March 1990 - ISBN 1 871997 70 4 


General Principles of Quality Assurance in Breast Cancer Screening 
Produced by DrJ A Muir Gray (national development team) 
Pub: March 1990 - ISBN 1 871997 65 8 
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© Quality Assurance Guidelines for Radiologists 
Produced by a working group of the Royal College of Radiologists Breast 
Group 
Pub: June 1990 - ISBN 1 872263 20 8 


® Consolidated Guidance on Breast Cancer Screening 
Produced by the Advisory Committee on Breast Cancer Screening, chaired by 
Professor Martin Vessey (Oxford) 
This set out detailed guidance on the screening programme, consolidating 
existing requirements and experience. It builds on original DH guidance set 
out in DA(87)14 and EL(88)P/48 
Pub: June 1990 - ISBN 1 872263 10 0 


@ Breast Cancer Screening 1991: Evidence and Experience Since the Forrest 
Report 
Produced by the Advisory Committee on Breast Cancer Screening, chaired by 
Professor Martin Vessey (Oxford) 
This reviews the recommendations of the Forrest Report as a basis for the 
work on quality improvement and service development 


Pub: January 1991 —- ISBN 1 871997 06 2 


@ Draft Quality Assurance Guidelines for Surgeons in Breast Cancer Screening 
Prepared by the National Co-ordination Group for Surgeons working in Breast 


Cancer Screening 


Pub: September 1991 - ISBN 1 871997 119 


@ Who’s Who in the NHSBSP 
A guide to NHSBSP Committees, subject to revision 


Pub: November 1991 


@ Breast Cancer Screening Literature Update 
Prepared by Joan Austoker and Helen Stewart (Cancer Research Campaign). 
References are identified through Journal and Medline searches. 
Completeness of cover is checked by regular review 
Pub: November 1991 
This is a regular publication available within the NHSBSP. 
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@ Radiographic Quality Control Manual for Mammography 
Pub: February 1992 - ISBN 1 871997 16X 


@ Quality Assurance Guidelines for Surgeons in Breast Cancer Screening 


A set of Quality Assurance guidelines for surgeons prepared for the National 


Co-ordination Group by Surgeons working in Breast Cancer Screening 


Pub: May 1992 - ISBN 1 871997 21 6 


@ Guidelines for Cytology Procedures & Reporting in Breast Cancer Screening 


Pub: September 1992 -ISBN 1 871997 26 7 


OTHER PUBLICATIONS 


@ BACUP publications (aimed at patients): 


— “Understanding cancer of the breast” 1991 —-ISBN 1 870403 43 6 
— “Understanding secondary breast cancer” 1992 - ISBN 1 870403 42 8 


Health Education Authority: 
“NHS Breast Screening - The Facts” (1989) — translated into 13 languages, 
including English. 


Cancer Research Campaign (Oxford 1991): 
“Be Breast Aware” (in English only). 


Royal College of Radiologists/Royal College of Physicians Joint Council of 
Clinical Oncology (Consultation Paper: 1992) Treatment Targets for Cancer 


patients. 


The Principles and Provision of Palliative Care —- Report of the Joint Working 
Party of the Standing Medical Advisory Committee (SMAC) and Standing 
Nursing and Midwifery Advisory Committee (SNMAC): November 1992. 
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Appendix III 


LIST OF USEFUL CONTACTS FOR BREAST CANCER 


Bacup 
3 Bath Place, Rivington Street, London EC2A 3JR 
Tel: Cancer information service 0800 18 11 99 
Cancer counselling service 071 696 9000 
Administration 071 696 9003 
National telephone information service staffed by cancer nurses who offer 


advice, information and emotional support on any aspect of cancer. 


Breakthrough 
Cancer Care, PO Box 2JP, London W1A 2JP 
Tel: 0898 181000 


Breast Care and Mastectomy Association 

15/19 Britten Street, London SW3 3TZ 

Tel: 071 867 1103 (Helpline & Information) 
071 867 8275 (Administration) 


Cancerlink 
17 Britannia Street, London WC1X 9JN 
Tel: 071 833 2451 


Cancer Relief Macmillan Fund 
15/19 Britten Street, London SW3 3TZ 
Tel: 071 351 7811 


Cancer Research Campaign 
2 Carlton House Terrace, London SW1Y 5AR 
Tel: 071 930 8972 


Cancer Research Campaign Psychological Medicine Group, 
Christie Hospital, Manchester M20 9BX 
Tel: 061 446 3679 


CRC Primary Care Education Group 

University of Oxford, Department of Public Health and Primary Care, 
65, Banbury Road, Oxford OX2 6PE. 

Tel: 0865 310457 
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Centre for Cancer Epidemioltes 
Christie Hospital and Holt Radium Institute, Kinnaird Road, 
Manchester M20 9PT 

Tel: 061 446 3569 


Centre for Health Services Studies 
George Allen Wing, University of Kent, Canterbury, Kent 
Tel: 0227 764000 ext 7645 


Department of Health Cancer Screening Evaluation Unit, 
Institute of Cancer Research, Section of Epidemiology D Block, Cotswold 
Road, Sutton, Surrey SM2 5NG 


Health Promotion Service 
Community Unit, Primrose Lane, Huntingdon, Cambridgeshire PE18 8SE 
Tel: 0480 415200 


Imperial Cancer Research Fund 
PO Box 123, Lincoln’s Inn Fields, London WC2A 3PX 
Tel: 071 242 0200 


Imperial Cancer Research Fund Health Behaviour Unit, 
4 Windsor Walk, London SE5 8AF 
Tel: 071 703 5411 ext 3425 


Jocelyn Chamberlain Unit for Health Promotion & Disease Prevention 


6th Floor, Hunter Wing, Cranmer Terrace, London SW17 ORE 


Marie Curie Cancer Care 
23 Belgrave Square, London SW1 
TeleQ7E235'3325 


Needs Assessment Unit 

Department of General Practice and Primary Care, 2nd floor New Science 
Block, Charterhouse Square, London EC1A 7BE 

Tel: 071 982 6100 ext 5028 


South East London Commissioning Agency 
Mary Sheridan House, 15 St Thomas Street, London SE1 9RY 
Tel: 071 955 4381 
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Wessex Cancer Intelligence Unit 


Royal South Hants Hospital, Brinten’s Terrace, Southampton SO2 OAJ 


United Kingdom Co-ordinating Committee on Cancer Research (UKCCCR) 
PO Box 123, Lincoln’s Inn Field, London WC2A 3DX 
Tel. 071 269 3548 | 


Women’s Nationwide Cancer Control Campaign 
Suna House, 128-130 Curtain Road, London EC2A 3AR 
Tel: 071 729 4688/1735 

071 729 2229 (Helpline) 


Yorkshire Regional Cancer Organisation 
Cookridge Hospital, Leeds LS16 6QB 
Tel: 0532 673411 ext 406 
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1.3 


CERVICAL CANCER 


INTRODUCTION 


HEALTH OF THE NATION 


Target for Cervical Cancer 


To reduce the incidence of invasive cervical cancer by at least 20% by the 


year 2000 





In England cervical cancer occurs in around 3,500 women each year and just over 
1,500 die from it. Screening by cervical cytology is the principal means available to 
reduce this toll by the identification of women who are at substantially higher risk 
than average of later developing cervical cancer. Treatment of those women found to 
have cervical intraepithelial neoplasia (CIN), a pre-cancerous change in the cells 
of the cervix which can be seen under a microscope, can generally prevent invasive 


cancer developing. 


History of the screening programme 

Screening spread throughout the country following its introduction in the 1960s but 
only from 1988 were health authorities asked to begin offering smears to all women 
from age 20 to 64 on a regular personal basis, at least every five years. In the breast 
cancer screening programme the arrangements for its operation and the standards of 
practice for all aspects were set nationally from the commencement, but that was not 
so for the cervical screening programme. This programme was already running, so a 
mechanism had to be found to develop and promote them. The Faculty of Public 
Health Medicine decided to establish a necessary forum for this activity which came 
to be known as the NHS National Co-ordinating Network for Cervical Screening 


(the Network) and it was funded by the DH from early on (see Appendix I). 


The ‘Network’ 

In taking steps necessary to improve local implementation of the health strategy in 
respect of cervical cancer screening those involved should pay close attention to the 
discussions which go on within the Network and in particular to the consultative and 


policy documents produced by it (see Appendix II). Individuals from within each 
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region were nominated to serve as the regional links with the Network and it is 
important now that they should be people whose status and involvement in the local 
programmes is such that they can provide sound input to the Network’s activity 
and also influence local practice. The Network will depend on having clear links 


established in each district with purchasers and with provider units. 


The Target 

The Health of the Nation target for cervical cancer is to reduce the incidence of 
invasive cervical cancer (ICD 180) by at least 20% by the year 2000 — from 15 per 
100,000 women in 1986 to no more than 12 per 100,000 women by the year 2000. 
This target is more challenging than initially seems as the denominator is all women, 
not those aged 20-64 who are included in the national call and recall programme or 
those aged 25-74 who could reasonably be expected to have been included in the 
active call phase of the programme by the year 2000. To achieve 20% over all ages, 
nearer to 30% decrease will have to be reached for women aged 20 to 64 years. This 
type of reduction is particularly difficult for metropolitan areas where screening 
coverage is lower, but non-metropolitan areas should strive to achieve towards a 40% 


reduction in registration of cervical cancer (ICD 180) cases. 


The current screening programme arrangements and its status appear at Appendix III. 
Below is a checklist of elements of a successful screening programme. An indication 


of what literature for women should address is at Appendix IV. 


ELEMENTS OF A SUCCESSFUL CERVICAL SCREENING 
PROGRAMME 
The principal elements of an effective programme are - 
® identification and invitation of eligible women which requires accurate FHSA 
registers 
@ achievement of at least 80% acceptance by women 
® appropriate information sensitive to women’s needs to underpin the 
programme 
@ quality assured screening testing (taking and reading) 


@ fail-safe protocols 
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@ agreed early recall/onward referral protocols 
@ quality assured/audited treatments of pre-invasive disease 


@ agreed follow up protocols. 


To these should be added strategies to encourage primary prevention and raise 
awareness about the effects of early intercourse with multiple partners and the 


presumed benefit of using condoms, not just to prevent unwanted pregnancies. 


Literature needs to address 
@ natural history of disease and significance for prevention by primary, secondary 
and tertiary strategies 
@ the local programme and its national aims 
@ the methods of screening 
@ obtaining results of testing 
@ early recall/onward referral protocols 


@ colposcopy and treatment services. 


Consideration should also be given to the conclusions of the National Audit Office 
Report entitled “Cervical and breast cancer screening in England” published by 


HMSO in February 1992. 


SKETCH THE LOCAL PICTURE 

Assessing the health of the local population in regard to cervical cancer starts with 
OPCS data on cancer registration and deaths. For districts, any comparison with other 
localities will require aggregation of statistics over at least three years because annual 
numbers are small. The figures can then be related to the number and proportion of 
abnormal smears derived from local programme data. Returns and annual analyses of 
these data by DH(KC53 data) provide the possibility of comparison with regional 
and national figures. Helpful discussion and comment on statistics takes place in and 


is promulgated by the Network. 


In assessing the issues locally those which particularly need to be addressed as they 
affect the uptake of screening include: 


the mobility of the population 
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@ its ethnic mix 


@ its social class mix. 


SEEK LOCAL VIEWS 

To maximise uptake of screening, the views of local women, taking account of the 
possibly varying opinions of different ethnic groups, about where they would like to 
be tested and about the impact of publicity and letters of invitation need to be sought. 
Relevant Network documents are “Operating Cervical Screening: The Experience of 
District Health Authorities” and “Cervical Screening in Primary Care”. Since cervical 
cancer generally relates to sexual activity, barrier contraception helps to avoid it. 


Therefore local attitudes to and arrangements for family planning require attention. 


It is known that uptake can be improved if a woman doctor, or a nurse, is available to 
take smears. Further, some women are more likely to respond to an invitation to have 
a smear if they are given the option of getting this done at a family planning clinic or 


well-woman clinic. 


DEVELOP LOCAL ALLIANCES 

Clinics and direct approaches 

Some women, particularly the ‘floating’ population found principally in inner city 
areas, are difficult to reach in this screening programme. Family planning clinics, STD 
clinics and direct approaches, which may involve voluntary bodies, all have a valuable 


part to play. 


Voluntary bodies 
Alliances with voluntary bodies with a relevant interest can help to ensure 

@ that the resources of such bodies back up a programme 

@ that they are not used in a way which overlaps with it and is wasteful. 
Examples of voluntary bodies are the Women’s Nationwide Cancer Control 
Campaign (WNCCC) and local groups concerned with ethnic minorities. DH is 
currently funding a pilot programme, based in the Bradford FHSA area, aimed at 
ethnic minority women to improve uptake of breast and cervical screening services. 


The project is a joint venture with Yorkshire RHA and Bradford FHSA and DHA. 
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The project manager reports to the General Manager of Bradford FHSA. The aim is 


to look at the possibility of a national programme if the pilot proves effective. 


Alliances with the local media and local employers can also strengthen publicity 


about the benefit of screening. 


ASSESS AVAILABLE INTERVENTIONS 
Interventions for NHS as Purchaser and Provider 
In February 1992, the National Audit Office published “Cervical and Breast 
Screening in England”, a report by the Comptroller and Auditor General. The report 
concluded that health authorities should take the opportunities offered by the 
separation of the purchaser and provider roles to take full advantage of service 


contracts. 


The role of RHAs in the NHS Cervical Screening Programme 
Regions retain responsibility for monitoring the running of the programme by 
Districts. The RHA role includes ensuring that: 
® appropriate management arrangements have been made for each programme 
@ monitoring of contracts and performance is carried out. 
RHAs can also contribute to the strategy by: 
@ running health promotion campaigns and initiatives to encourage eligible 
women to take up screening invitations | 
@ building on local and national alliances to improve health by collaborating 


with other agencies such as the HEA. 


DHAs 
Key aspects of DHAs’ roles in relation to cervical cancer include: 
@ purchasing health promotion activities, eg. health education campaigns for 
women in the target population to encourage uptake of screening invitations 
@ building on local and national alliances to improve health by collaborating 
with other agencies such as the Network and the HEA 
@ purchasing cervical screening services of high quality 
@ ensuring that these services are available to the eligible population in the 


district 
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® ensuring that adequate arrangements have been made for involving women in 
the eligible age groups 

® maximising attendance for screening eg. by District-wide promotion and 
ensuring the high quality service and communication when women attend 

® setting targets for and purchasing high quality diagnostic, treatment and 
support services for women with abnormal smears 


® ensuring that full therapeutic facilities are available. 


Providers 
Key aspects of the provider’s role include: 
@ providing health promotion services aimed at the target population 
@ providing high quality screening, treatment and support services in line with 
guidance 
® ensuring that women with abnormal smear test results are followed up 
promptly 


® maintaining good liaison with the Network. 


FHSAs 
Since the taking of cervical smears is largely done within primary care it is essential 
that health authority programme co-ordinators develop strong links with FHSAs as 
efficient operation of the programme requires full co-operation of GPs. FHSAs can 
provide the following help: 
@ handling the recall system gives the FHSA a key role in ensuring the accuracy 
of patient registration data and efficiency of recall 
@ where one named person is in charge - 
~ drafts friendly supportive recall letters to be sent to patients 
~ responds personally to queries from practices 
the smooth running of the system is enhanced 
@ the systems in place for practices to check medical records against the recall list 
provided by the FHSA could be reviewed by representatives of all those 
involved to ensure that they are as efficient and straightforward as possible 
(electronic links may in the future facilitate this process) 


@ for those practices repeatedly failing to reach target payments for cervical 
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cytology, the FHSA should provide support, discussing the problems with the 
practice and assisting in addressing them 

assistance can be given with the problem of non-response by offering training 
for practice nurses to help with follow-up and counselling of non-responders 
and looking with practices at alternative ways of offering the service 

training can be offered to practice nurses on smear-taking technique and also 
the significance and management of abnormal smears, so that they can inform 


patients properly. 


Role of Primary Health Care Team 


5.7 Suggestions for how the Primary Health Care Team can play an effective role in 


relation to cervical cancer are as follows: 


to understand and promote the cervical screening programme 

to take action to follow up non-responders 

to give advice to women 

to maintain close liaison with the district cervical screening programme co- 
ordinator to ensure continued involvement with decisions on how women on 
their lists are to be invited for screening and how their screening results are to 
be notified, and to ensure keeping up to date with current practice 

to get involved in follow up and treatment arrangements 

to monitor and modify the efficiency and effectiveness of these arrangements 
to minimise anxiety in women recalled for further assessment 

to monitor the support and care of women recalled to optimise the uptake of 


further invitations to cervical screening. 


Role of the Network 


5.8 The Network has been active in examining interventions with a view to improving 


quality: 


the Network consultation document “Improving the Quality” looks at a 
systems approach to cervical screening and deals with both clinical and 
managerial activities 

advice on clinical practice appeared in the Intercollegiate Working Party 


Report (RCOG 1987) which was circulated with HC(88)1. This has been 
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developed in the Network document “Guidelines for Clinical Practice and 
Programme Management”, a key document which should provide the basis for 
local discussion with clinicians about treatment for women with different 
grades of abnormal smear. (The cost benefit of cervical screening can be 
greatly affected by these decisions) 

effective smear taking is important too in this regard and the Network has 
drawn attention to relevant training materials (a British Society for Clinical 
Cytology (BSCC) video and a BSCC booklet by Dr Margaret Wolfendale). 
fail-safe mechanisms to ensure that a woman is followed up when her smear is 
found to be abnormal have been updated recently by the Network 


(“Guidelines on Fail-Safe Actions”). 


Interventions for NHS as Employer 


5.9 Key aspects of the NHS’s role as employer in relation to cervical cancer include: 


taking forward the “Health at Work” initiative in the NHS aimed at the 
women targeted in the national screening programme 
encouraging eligible employees to take up screening invitations and allowing 


paid time off work to attend. 


6 IDENTIFYING RESEARCH AND DEVELOPMENT NEEDS. 
Role of the Network 


6.1. The Network seeks to consolidate views on priorities for research from people 


involved in the programme. For example, the Network recently funded a workshop 


with the United Kingdom Co-ordinating Committee for Cancer Research to explore 


research priorities for mild dyskariosis. It is essential, therefore, that local co- 


ordinators for cervical screening feed local views on research needs to the Network, 


as well as looking to the Regional research and development strategy. 


National priorities 


6.2 The current National priorities for health services research are: 


evaluation of the effectiveness of the current screening programme, including 
issues of cost-effectiveness and efficiency and exploring proxies for measuring 


progress towards achieving the Health of the Nation target 
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6.3 


@ development of programmes/strategies to establish and monitor standards/ 


benchmarks for screening in the NHS as a key quality measure for the current 
programme 

evaluation of the effectiveness of different screening intervals including the 
extra costs of more frequent screening and building on existing estimates, to 
feed into policy development 

identifying what groups of women do not come forward for screening — and 
for what reasons, probably through market research/sampling. This would 
provide an important input into considerations of what action DH/NHS 
should take to improve screening coverage and hence to reduce cancer 


incidence. 


Additionally there are likely to be local issues which need to be tackled by local 
research. These may include reasons for non-compliance, eg. whether ethnicity 


is a factor. 


AGREE LOCAL TARGETS 
Local targets are essential because: 


@ populations differ in regard to factors, such as population mobility and ethnic 


content, which influence the acceptance of screening 

there is not as yet a complete consensus of view among gynaecologists on the 
appropriate follow up for the different grades of abnormal smear, so local views 
must be taken into account. (Nevertheless such national parameters as come to 
be promulgated by the Network should receive due weight in these local 
deliberations and a district should not be too ready to conclude that it is an 
exceptional case) 

the multisector character of the cervical screening programme dictates that 


target setting should be agreed across the contributing sectors of the service. 


7.2. The national target of at least 20% reduction in new invasive cervical cancers by the 


year 2000 will be achieved by Regions, Districts and FHSAs formally adopting the 


national target and then their local minimum contribution based on the 20% 


reduction on their 1986 ICD 180 registrations. 
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7.4 


8.2 


All Regions, Districts and FHSAs should consider adopting the following interim 
targets: 
@ 90% women aged 25-64 should be invited for screening 


@ 80% women aged 25-64 should be adequately screened at least five yearly. 


Although the cervical cytology screening programme software developed by the 
FHSA computer unit at Exeter for national use had a stormy gestation, those districts 
not using it as the basis of their cytology call and recall programme are consistently 


poorer performers in achieving good population coverage. 


AGREE STRATEGIES FOR ACHIEVING LOCAL TARGETS 

Areas of high ethnicity need to use locally sensitive strategies to increase 
understanding and relevance of the cervical programmes to local women. 
Appropriate leaflets are a useful adjunct to link-worker activity but not an end in 


themselves. 


Within Regions challenges are often similar across Districts that make up individual 
FHSAs and such groupings make up good units for local co-ordination and problem 


solving. 


DEVELOP SKILLS AND RESOURCES 

Managers will need to see that staff acquire the skills necessary for the effective 
operation of the screening programme and that resources are allocated for them, so 
ensuring that the programme is functioning efficiently. The following information 
will be helpful: 

@ “Education and Training Needs of Programme Managers”, available from the 
Network, will be useful to those managers seeking to develop the skills 
specific to cervical screening 

@ of particular importance in this programme is quality control: of relevance is 
the Network, paper entitled “Improving the Quality”. (It is essential that 
laboratory staff are fully acquainted with effective internal and external quality 
control measures and participate in them) 

@ good smear taking requires adequate training of the doctors and nurses 


involved (see also 5.8). 
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10.1 


10.2 


10.3 


11 


ESTABLISH PURCHASING AND MONITORING 
ARRANGEMENTS 

At individual district level registration rates averaged over three years are appropriate 
for monitoring purposes. Each cancer registry should produce an ICD 180 
(malignant neoplasm of cervix uteri) and ICD 233.1 (carcinoma in situ of cervix 
uteri) registration profile for its constituent districts. This should be based on three 


year averaged rates, with 1986 as the central year representing local baseline data. 


The screening programme aims to interrupt the natural history of cervical cancer and 
‘down stage’ cervical cellular changes from those consistent with invasive disease to 
preinvasive and this will be reflected by an increase in registrations of ICD 233.1. It is 
expected that both registration rates will increase during the first five years of 
systematic call (1988-92) but a decrease in ICD 180 is anticipated during the second 
cycle (1993-7) of call. Although the characteristics that identify cervical changes as 
CIN 3 are considered reasonably consistent, little evaluation of the regional 


variability of ICD 233.1 rates has occurred. 


Purchasing and monitoring arrangements require careful attention in view of the 
several sectors of health care involved in the programme. The Network has been 
giving consideration to the problems and has produced a consultative document 
“Contracting for Cervical Screening”. NW. Thames RHA has since produced a 


concise guide to the setting of purchaser/provider contracts. 


PROVIDE FOR EVALUATION AND DISSEMINATION 
Evaluation of success in achieving targets will need to be agreed by all and there 
should be discussion about how to disseminate the findings. The Network has 
proposed that each District should prepare an annual report which includes the 
percentage of women, aged 20-64: 

@ adequately tested in past systems 

® ceased from recall 

@ with no computer record 

@ presumed non-responders 

@ waiting time for cytology results. 
Reports should also deal with what has been achieved in respect of the ‘floating’ 


population. 
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Appendix I 


NHS CERVICAL SCREENING PROGRAMME NETWORK 


Background 


The guidance, enthusiasm and energy of the NHS Cervical Screening Programme 


National Co-ordinating Network (Network) has transformed cervical screening 


from a series of opportunistic recall based programmes to a cohesive national 


programme. The activities of the Network are funded by the DH to ensure HC 88(1), 


or any subsequent update, is implemented optimally at primary and secondary care 


level. 


Remit 


The remit of the Network is: 


to co-ordinate and promote research in cervical screening 

to encourage the development and co-ordination of education and 

professional development for primary care teams, cytoscreeners, cytologists, 

cytopathologists, histopathologists, colposcopists, managers and FHSA staff 

to promote all those measures that will improve the quality of the Cervical 

Screening programme, in particular measures designed to improve the quality 

of the following activities - identifying and inviting women, smear taking, 

educating and informing women, cytoscreening, colposcopy and treatment, 

follow up and failsafe, and programme management 

to encourage the development of an information system which will allow: 

~ individual women to be identified and invited for screening 

~ individual women to be followed up 

~ programme managers to evaluate the impact of the screening programme 

~ professionals working within the programme to learn as they work and 
improve their performance. 

to produce guidelines to improve clinical practice and programme 


management. 
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Structure 


The Network consists of NHS personnel, whose remit is to reduce cervical cancer: 


e@ by implementing systematic efficient screening 


@ by timely appropriate investigation 


by treatment 


@ by post treatment surveillance. 


To achieve its aims the Network has co-opted representatives of all appropriate 


professional organisations, voluntary organisations and interest groups. Current 


membership numbers 71 names and organisations. 


The Network works through a group of Regional Contacts (often based at district 


level). Its activities are centred on five main foci: 


policy guideline development 

education and professional development 
research needs co-ordination 

programme management and quality assurance. 


information systems and programme evaluation. 
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CERVICAL CANCER RESOURCE LIST 


NHS Cervical Screening Programme network directory of definitive 
documents 

NHSCSP LINKS 1. May 1988* 

NHSCSP LINKS 2. September 1988 

NHSCSP LINKS 3. May 1989* 

NHSCSP LINKS 4. October 1989* 

NHSCSP LINKS 5. January 1991 

NHSCSP LINKS 6. May 1991 

NHSCSP LINKS 7. February 1992 

NHSCSP LINKS 8. July 1992 


Austoker J. Cancer Research Campaign Primary Education Group, Oxford. 


Cervical Screening in Primary Care* 


Pye, M. The Faculty of Community Medicine and the Nuffield Provincial 


Hospitals Trust. Education and Training Needs of Programme Managers. 


Elkind A, Eardley A, Thompson R, Smith A, Social Research Unit, Department 
of Epidemiology and Social Oncology, Christie Hospital and Holt Radium 
Institute Manchester. Operating Cervical Screening: The Experience of 


District Health Authorities. 


Farmery E, Gray J.A.M. The First Annual Report: NHSCSP National Co- 
ordinating Network July, 1991. 


Swann R, Stirland H, Pike C, Kirby P, Contracting for Cervical Screening** 
Pike C, Chamberlain J, Guidelines on Fail-Safe Actions** 


Report of the Sheffield Workshop: The Role of Genito-Urinary Medicine 
Cytology and Colposcopy in Cervical Screening** 


Duncan, I.D. Guidelines for Clinical Practice and Programme Management 


Gray, J.A.M. Improving the Quality** 
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Note 
*Documents now out of print (but in the possession of district co-ordinators). 
**Documents distributed for discussion to members of the NCN. 


This list will be replaced on 1.4.93 


} 


Other publications 
@ Understanding cervical smears BACUP 1991 - ISBN 1870403037 


® Cervical and Breast Screening in England — National Audit Office, Report by 
Comptroller and Auditor General, HMSO 1992. 


@ Report of the Intercollegiate Working Party on Cervical Cytology Screening. 
RCOG November 1987. ISBN 0 902331 42 6. 
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Appendix III 


SCREENING PROGRAMME ARRANGEMENTS 

Background 

Cervical screening in England has gone through a phase of rapid reorganisation and 
change since the publication of Health Circular 88(1). The programme covers call 
and recall of all women aged 20-64 years with routine recall set at not more than five 
yearly and not less than three yearly. 

Every FHSA in England operates the programme through a computerised database 
linked to their general practice population register. Standardised software in 
operation now includes many statistical programmes and ad hoc query facilities. 
Further development of the cervical screening call and recall software is undertaken 
by the Family Health Services Computer Development Team at Newcastle under 
the control of the Population Screening Project Management Board answering 
to Regional Stakeholders Master Board. The Project Management Board is in turn 


assisted by a User Group. 


Current programme Status 

By March 1992, of the 14.3 million resident women aged 20 to 64 less than 700,000 
remained to be invited for screening and 11.5 million women had had an adequate 
smear in the previous five years. (provisional data from Regional Cervical Cancer 


Co-ordinators/Network August 1992). 
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Appendix IV 


LIST OF USEFUL CONTACTS 

National Co-ordinating Network for Cervical Cancer Screening 
Chair: Dr E Farmery, Swindon HA 

Secretary: Dr Muir Gray, Oxford RHA 


All 14 RHAs are represented on the Network as are professional bodies including the 
Royal College of General Practitioners, Royal College of Nursing, Royal College of 
Obstetricians and Gynaecologists, Royal College of Pathologists, Faculty of 
Occupational Medicine, British Society for Cervical Cytology, and charities including 


the Imperial Cancer Research Fund, the Cancer Research Campaign and WNCCC. 


The Network’s administrator is: Mrs M Weston, The Cochrane Centre, Summertown 
Pavilion, Middle Way, Oxford OX2 7LG. 
Tel: 0865 510745 


The Network publishes a regular newsletter “Links” which is available from the 


administrator. 


BACUP - 3 Bath Place, Rivington Street, London EC2A 3JR 

Telephone Cancer information service - 0800 18 11 99 
Cancer counselling service - 071 696 9000 
Administration - 071 696 9003 


National telephone information service staffed by cancer nurses who offer advice, 


information and emotional support on any aspect of cancer. 


Women’s Nationwide Cancer Control Campaign 
Suna House, 128-130 Curtain Road, London EC2A 3AR. 
Tel: 071 729 4688/1735 
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1.1 


1.2 


1.3 


1.4 


SKIN CANCER 


INTRODUCTION 


HEALTH OF THE NATION 


Target for Skin Cancer 


To halt the year-on-year increase in the incidence of skin cancer by 2005 





Problem 

The number of people developing skin cancer (non-melanotic cancer and malignant 
melanoma) has been rising sharply in recent years, in contrast with most other forms 
of cancer. On the latest available information, there are about 28,000 cases of skin 
cancer a year in England and about 1,300 deaths. See chapter 1 - Epidemiology for 


more detailed statistics. 


This rise in incidence is believed to be due partly to the increased extent to which 
people expose themselves to ultraviolet radiation (UVR), primarily sunlight. In 
particular, over-exposure to sunlight in early life predisposes people to skin cancer in 
adulthood. People with certain risk factors such as fairer skin, red hair and freckles are 


at increased risk. No increased incidence has been observed in people with brown or 


black skin. 


Tackling the Problem - Key Messages 

Prevention of a large proportion of skin cancers is possible because the main cause is 
known and is dependent on people’s behaviour. The rising incidence of skin cancer 
can therefore be halted, and ultimately reversed, through the adoption of 


authoritative and properly targeted public health programmes. 


The key actions which are required in order to achieve the Health of the Nation 
objective are threefold: 
© to increase the number of people who are aware of their own skin cancer risk 
factors and, in the light of that knowledge 
@ to persuade people at high risk to avoid excessive exposure to the sun and 


artificial sources of UVR, for themselves and for their children through the 
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1.5 


1.6 


1.7 


1.8 


1.9 


1.10 


adoption of appropriate avoidance behaviour and sun-protection measures 


@ to secure an alteration in people’s attitude to a tanned appearance. 


Underlying these actions must be the principle that prevention should form just as 


important a part of clinical intervention as treatment. 


Health effects other than cancer — In addition to skin cancer, excessive exposure to 
UV is known to be responsible for premature ageing of the skin, leading to a 
wrinkled and leathery complexion —- a fact that might usefully be included in local 


health promotion materials. 


The Role of the NHS 

The Health Service, in alliance with other local organisations, can play a key role in 
halting the year on year increase in the incidence of skin cancer through local health 
education initiatives. These initiatives will be determined by local intelligence of 
people’s attitudes and knowledge, local patterns of skin cancer, and implemented 
through the active participation of local people with relevant responsibilities, skills 
and backgrounds. For example, in most health districts the current focus for skin 


cancer initiatives will be the specialist dermatology clinics. 


Health Authorities could consult with GP practices either individually or via the. 
Local Medical Committee (LMC) as to how best to facilitate skin cancer prevention 


in their locality. 


GPs, pharmacists, practice nurses, health visitors and midwives are ideally placed to 
bring influence directly to bear on the local community and should be closely 


involved in discussions of local action plans. 


The Role of the Department of Health 

DH will continue to monitor national statistics, support research, keep regulatory 
mechanisms under review, seek advice from the National Radiological Protection 
Board (NRPB) and the Committee on Medical Aspects of Radiation in the 
Environment (COMARE), review national health educational material with the 
Health Education Authority and others, support health authorities, and review the 


content of educational programmes for health professionals. 
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1.11 


1.12 


1.13 


1.14 


Prevention strategies 
Types of Prevention 
@ Primary Prevention: 

— health education aimed at giving people sufficient knowledge of their 
personal risk factors, so as to permit them to make informed choices about 
sun exposure and to secure a change in behaviour 

— attempting to secure a change in attitude towards skin tanning, eg. that 
tanned skin is not necessarily an attractive asset. 

e Secondary Prevention: 

— health education intended to permit earlier detection of skin cancer, eg. 
changes in the appearance of moles etc. and thereby facilitate early 
treatment which can help reduce mortality and morbidity (see Chapter 1 - 


section 4). 


Experience in the West of Scotland, Australia and the USA has suggested that earlier 
diagnosis can reduce morbidity and improve survival once a cancer has occurred. This 
is of more relevance and interest to older people and has been a traditional role of the 


health professions. 


It should be noted that secondary prevention can be counterproductive if resources 
(eg. pigmented lesion clinics) and pathology services cannot cope with the additional 
inflow of work. This is because most new consultations generated and abnormalities 
seen do not lead to a diagnosis of skin cancer. If excessive waiting times develop for 
patients to be seen there is a risk that those with diagnosed skin cancer may wait 
longer than was the case prior to the introduction of the secondary cancer prevention 


programme. Priority must always be given to dealing with obvious cancers. 


Current uncertainties 
Knowledge in the following areas is undergoing rapid development. The results of 
current research should facilitate more accurate assessment of secondary prevention 
programmes: 

@ refinement in the physical signs that are early warnings of malignancy 


@ techniques required to ensure the safe surgical excision of lesions in general 


practice 
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1.16 


1.17 


@ the Cancer Screening Evaluation Unit (CSEU) at the Institute of Cancer 
Research in Sutton is currently measuring the effect of the Cancer Research 
Campaign ‘mole watching’ campaign which took place in selected health 
districts from 1987-89. Definitive results are not expected till five year 
observations of mortality have been made and analysed 

@ accurate and reproducible criteria for the histopathological diagnosis of lesions 
of borderline malignancy. This, together with changes currently in progress in 


the cancer registry will improve the future accuracy of incidence data. 


Action Taken So Far 

A Health Education Authority campaign “Are You Dying To Get A Sun Tan” included 
a leaflet which was published in 1990 and subsequently distributed by the Pharmacy 
Health Care Scheme in 1991. (This leaflet is now out of print but is still available in 
some pharmacies. Another leaflet “Smart Cookies Don’t Burn” was produced by the 
Pharmacy Health Care Scheme for distribution in 1992 only). In addition, the Chief 
Medical Officers issued an Information Note to Directors of Public Health and 
Environmental Health Officers in May 1992 which reiterated existing advice on 


avoidance of excessive exposure to the sun. 


The expert advisory Committee on Medical Aspects of Radiation in the Environment 
(COMARE) recently endorsed the Government’s proposed strategy for combating 
the increasing incidence of skin cancer. Actions being taken forward at National 
Level include: 

@ a national public education campaign on skin cancer (in consultation with the 

Health Education Authority) 
@ a review of standards for sunscreen preparations and sunglasses 
@ a review of information available to users of sun-tanning equipment 


@ a review of research currently under way and planned. 


The way forward = a Skin Cancer Co-ordinator 
As part of existing Health Authority health promotion activities, it is suggested that 
an individual be designated ‘Skin Cancer Co-ordinator’ in each local District or other 


pre-defined area of a size which will permit frequent personal contacts with those in 
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touch with the public (see below). The Skin Cancer Co-ordinator would represent 
the local focus for skin cancer action and would be responsible for establishing the 
framework for local Skin Cancer Action Plans, implementing sections 2-11 of this 
chapter of the handbook driving them forward with allies, monitoring results, 


reporting progress, and liaising with other Skin Cancer Co-ordinators. 


1.18 This initiative is most likely to succeed if Skin Cancer Co-ordinator leadership is seen 


1.19 


1.20 


2 
2.1 


to be senior and expert — for example a local consultant or GP principal - rather than 
a relatively junior post-holder. Such a person will be in a position to influence local 
decisions and will have an established network of relevant contacts. For example, in 
the Somerset Health Authority’s ‘Sunwise’ campaign a senior public health consultant 
was advised and assisted by a local panel of experts. It should be possible for Skin 
Cancer Co-ordinators to exploit and build upon existing contact networks, for 
example, with primary health care teams and school health personnel, as part of the 


process of galvanising people to play their part in local campaigns. 


It is vital that local Skin Cancer Action Plans are ‘owned’ in this way to ensure that 


effort is properly co-ordinated and action taken forward. 


At Regional level, it is suggested that a senior person be nominated to: 
@ maintain contact with Skin Cancer Co-ordinators and provide support 
@ agree on the deployment of Skin Cancer Co-ordinators within the Region 
@ co-ordinate joint Skin Cancer Co-ordinator activities 
@ promulgate examples of good practice 
® monitor actions and outcomes 


@ report progress to the Region and the Department. 


SKETCH THE LOCAL PICTURE 

The work described above needs to be complemented by local action and the 
following material aims to give practical advice and guidance on what local Skin 
Cancer Action Plans (SCAPs) might consist of and how the key messages might best 


be received by the public. 
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2.2 


Information Needs 


In order to target local interventions accurately, to set targets for interventions and 


subsequently to evaluate outcomes, baseline information will be required on: 


local incidence/treatment rates of skin cancer 
effectiveness of various sun protection measures 
levels of awareness among the population regarding skin cancer risk factors 


current behaviour patterns and attitudes. 


2.3 Local surveys might be carried out to answer the following questions: 


2.4 


How extensive is the skin cancer problem in the area in the last year and in 
earlier years? How does this compare with adjacent areas? Local cancer 
registries are the obvious source of this information, but there is variability in 
accuracy and completeness of recording (a problem that is being tackled 
nationally). ‘Official’ statistics will therefore need to be studied in the context 
of information provided by local health professionals such as histopathologists, 
dermatologists, surgeons, radiotherapists and general practitioners (all of 
whom can play a part in improving the quality of skin cancer registration) 
What preventative action is in place at present? What is the state of public 
awareness of skin cancer risk factors? Sources might involve a very wide range 
of people/agencies such as the NHS (as employer) Nurses/Health Visitors, 
Midwives, Local Authorities, Environmental Health Officers, Pharmacies, 
Schools/Colleges, Trades Unions/Employers/Businesses, Travel Agents/Tour 
Operators/Airports/Airlines, Media and Voluntary Groups 

What are the current arrangements for skin cancer reporting/registration? 
What are the problems and how can they be overcome? This will involve GPs, 


specialists, pathology services, pigmented lesion clinics, and cancer registries. 


Skin Cancer Registration Arrangements 


Critical assessment of local skin cancer registration could be undertaken to identify 


and overcome weaknesses in procedures for recording and subsequent monitoring. 


SEEK LOCAL VIEWS 


Views might be sought among health professionals and other relevant interests and 


152 
CANCERS 


Key Area Handbook 


4.2 


allies - including members of the public on how best to implement the local Skin 
Cancer Action Plan in the light of the information gathered from local surveys etc 
(see para 2.3). Areas on which views might be sought include: 

@ best ways of promulgating the three main messages (see para 1.4) locally 

@ ways of getting people interested in local skin cancer prevention campaigns 
(eg. involving GP practices, health centres, hospitals, local authorities, schools, 
nurseries, employers, public transport operators, public entertainments, travel 
agents, media) 

@ ideas for campaigns (eg. competition to find a name for a local skin cancer 
prevention campaign eg. ‘Sunsense’, ‘Sunwise’; designs for a logo, etc.) 

@ identification of any obstacles to progress. A negative attitude might be 
adopted by some groups. Conversely, over enthusiastic support may also be a 
problem and ill thought-out ‘stunts’ and ‘gimmicks’ or dubious motives might 
devalue the currency of good quality campaigns. Moreover, campaigns should 


not be ‘shrill’, to the point where anxiety is caused in otherwise healthy people. 


DEVELOP LOCAL ALLIANCES 

Everyone has a part to play in improving health, and in achieving the Health of the 
Nation targets. It would be a mistake to pretend that the problem of skin cancer can 
or should be tackled solely by the Health Service, the Department of Health, the 
Health Education Authority, or other ‘official’ agency. HAs and providers should 
identify possible allies and ways in which each organisation or individual could 
participate actively in local skin cancer initiatives. Contributions might include 


sharing of skills experience and knowledge. 


Local allies may also be in a position to provide material assistance, much of it 
without specific charge eg. running features in local newspapers, free advertising at 
strategic locations such as bus stops/terminals and airports. Indeed, it may be that 
Skin Cancer Action Plans stimulate sales of certain products eg. hats, parasols, sun- 
screens and sunglasses, and thus constitute incentives for commercial interests to 
offer help with campaigns. However, campaigns should guard against any appearance 
of ‘cashing in’ on the skin cancer problem or being otherwise disingenuous when 


involving commercial interests. 
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Examples of local alliances might include those with pharmacists, GP practices, 
midwives, health visitors, dentists, other health professionals, hairdressers, teachers, 
parents, employers, people involved in community programmes, PR/advertising 
agencies, Environmental Health Officers, Health and Safety Executive inspectors, 


media, local authorities, Chambers of Commerce, businesses. 


Local authorities (LAs) 
LAs have a very important role to play in reducing the incidence of skin cancer 
because of their special expertise and responsibilities, particularly at the level of 
policy, in the following areas: 

@ LAs are major employers of outdoor workers in particular 

@ LAs both provide and purchase services for the general public 

@ LAs are responsible for many public buildings, leisure and sports facilities 

@ Environmental Health Departments are responsible for the health and safety 


of 40% of the workforce and 60% of work places eg. pubs, restaurants, cafes. 


LAs should be encouraged to play a prominent role in skin cancer prevention 


campaigns. 


Health authorities often find it easier to work with local authorities if there are joint 
funding initiatives. For example, some health and local authorities jointly appoint a 
Health For All Co-ordinator (eg. Winchester). Similarly, a number of ‘Healthy City 


2000’ projects are jointly managed by health and local authorities. 


ASSESS AVAILABLE INTERVENTIONS 
Following are some suggestions on what local actions might be included in Skin 
Cancer Action Plans: 

@ School Campaigns - Sunburn in early childhood is an extremely important 
risk factor for malignant melanoma. For this reason, any local campaign must 
get the prevention message across to this population group in particular. Local 
Skin Cancer Prevention Campaigns might: 
~ make skin cancer awareness material available to Parent Teacher 

Associations as well as pupils 


~ include subject in schools’ health promotion programme 
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involve schools in health promotion projects 


2 


involve teacher training colleges 


involve Governors 


2 


~ involve the Local Education Authority. 

Community Programmes —- Community programmes can generate much local 

interest and involvement. It will be particularly important to reach the carers 

of pre-school children and primary care professionals such as health visitors 

who can play a key educational role here. Examples of such programmes 

include: 

~ community health service initiatives involving health centres, community 
nurses/health visitors, ante-natal clinics, well woman/man clinics, NHS as 
employer; briefing packs for the use of health professionals in these fields 
which might in addition form the basis of presentations, seminars etc. 

~ skin cancer prevention materials on display at GP surgeries, health centres, 
public libraries, hospitals and other locations where people will be reached. 
Special efforts could be made before the main summer holiday period 
begins 

~ initiatives involving youth centres, cub/brownie packs, scout/guide troops, 
sports centres/swimming pools/recreation centres 

~ consultation on local projects for outdoor activities 


~ planning for shade provision in the built environment. 


Media Campaigns 

~ Paid - use of the media is expensive but very effective (particularly TV 
advertising) 

~ Un-paid - media coverage secured through efforts in forging local alliances. 
However, care is needed here since control of the information may be lost 
and key messages may be changed. 

Whether paid or unpaid, media campaigns should always include information 

on sources of further information and support about ways of avoiding skin 

cancer. ‘Help-lines’ might be introduced 

In Australia 89% of the target audience were reached by TV advertising. This 


compares with 24% for radio, 22% for newspapers, 12% for hoardings and 4% 
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for magazines. Success was more noticeably achieved where media campaigns 

were supplementary to information already received ie a reinforcement of well 

substantiated existing information 

~ Timing — Specific local skin cancer prevention campaigns are likely to be 
more effective if they are mounted in late spring, since messages will be 
fresh in people’s minds before exposing themselves to the summer sun in 
the UK and overseas. In order to achieve the greatest impact on a local 
population, skin cancer campaigns should as far as possible be timed to 
occur on the same day or in the same week. Dedicated health promotion 
periods eg. ‘SunSense Weeks’ can focus attention very successfully and 


achieve greater impact. 


IDENTIFY RESEARCH AND DEVELOPMENT NEEDS 


Baseline information gathering and evaluation are dealt with at para 2.2 


Local parts of the NHS should identify questions on skin cancer prevention which 
could be answered by R&D and ensure that they are fed into the region’s R&D 


committee. 


RHAs could also consider setting up development funds to pump-prime more | 
innovative skin cancer prevention programmes, and then ensuring the results are 
widely disseminated. This could be adopted on a more widespread basis if effective. 


This could be part of wider R&D investment. 


The HEA is conducting a review to explore the role health promotion research will 
play in the development of regional strategies for R&D in the light of the NHS 
R&D strategy and the “Health of the Nation” White Paper. 


AGREE LOCAL TARGETS 

In setting targets for skin cancer, attention should be concentrated on those groups at 
greatest risk (see Chapter 1 - skin cancer epidemiology). People with black or brown 
skin are at least risk of sun-induced skin cancer and should be reassured accordingly. 
The action taken to gather information about the local picture (see para 2 above) will 
enable HAs to establish baselines against which to assess the overall effectiveness of 


local skin cancer prevention strategies. 
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Shorter Term Targets 


It is suggested that a number of appropriate shorter-term targets and supplementary 


indicators be agreed with local allies so that everyone involved is aware of the key 


objectives and can monitor their own contribution. To be of any use, targets will need 


to be challenging, but realistic, and local Skin Cancer Co-ordinator’s should develop 


their own short term targets in consultation with allies. A few examples of targets 


which relate to the actions set out above might include an: 


increase in the number of people aware that skin cancer is an almost wholly 

preventable disease 

increase in the number of people who recognise a link between exposure to 

the sun and skin cancer 

increase in the number of people knowing their own skin type/skin cancer 

risk factors and that of people in their care 

increase in the number of people to whom advice on skin-type/risk factors 

has been given 

increase in the number of people knowing what protective measures are most 

effective eg.: 

~ avoiding sun for two hours around noon 

~ seeking shade at other times 

~ using clothing and hats as shade 

~ using sun-screen cosmetics above SPF 15 (and not then increasing the time 
spent in the sun) - see Appendix II. 

increase in the number of people adopting effective protection measures 

increased availability of wide-brimmed hats, especially for babies, children and 

young adults (fashion is important here — discuss with allies) 

reduction in sunburn episodes in children 

reduction in numbers of people desiring a suntan 

knowledge of early warning signs of skin cancer 

increased availability of workplace information 

increased adoption of workplace advice and safe practices, especially for 

outdoor workers 


establishment of training courses/numbers of people receiving training. 
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AGREE STRATEGIES FOR ACHIEVING LOCAL TARGETS 

The Skin Cancer Action Plan (see para 2.1) might set out the shorter-term targets, 
establish a Skin Cancer Co-ordinator (Skin Cancer Co-ordinator - see para 1.17), 
identify who is responsible for each of the targets, how they might be reached and 


within what timescale. 


In some areas, a name has been given to the local action plan. For example, Somerset 
DHA call their campaign ‘Sunwise’ (see para 1.18); the term ‘Sunsmart’ is used in 
Australia. Both are self-descriptive, to the point, succinct and easily remembered. 
Funding and monitoring arrangements might also be described. Momentum should 
be maintained through the use of Annual Reports and other accountability 


mechanisms to the RHA and allies. 


DEVELOP SKILLS AND RESOURCES 
It is important that HAs ensure that staff at all levels receive proper education and 
training to develop and enhance skills in the area of skin cancer prevention. This 
will include: 
@ provision of continuing professional education and training for independent 
contractors (GPs, dentists, pharmacists etc.) and staff (practice nurses, 
community nurses, midwives, chiropodists etc.) on prevention and early | 


detection and treatment of skin cancer. 


In addition to core professional expertise, other skills include alliance building, 


negotiation and networking, health promotion, and analysis and interpretation. 


It is also important that HAs and allies know what the key issues are in relation to 
skin cancer prevention and are fully aware of prevention strategies. The Skin Cancer 
Co-ordinator (see para 1.17) will represent the focus of local expertise, advice 


and action. 


Increased awareness of skin will increase the amount of work for both clinical and 


pathology services. This will need to be anticipated (see para 1.13). 


A resource list is available from the HEA (see Appendix III). In addition, the 
Department of Health will aim to provide advice on any aspect of skin cancer on 


request (see para 11.2). 
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Other materials could be bought in if required. 


ESTABLISH PURCHASING AND MONITORING 
ARRANGEMENTS 

RHA/DHA Contracts, 

Contracts should be negotiated in 1992-93 to ensure the establishment of a Skin 
Cancer Action Plan (SCAP - see para 2). 


SCAPs should set out the monitoring arrangements, in respect of both action and 
outcomes. These might be supplemented in Annual RHA/DHA Reports. FHSAs 


should assess their performance in facilitating the voluntary involvement of GPs. 


PROVIDE FOR EVALUATION AND DISSEMINATION 

In the light of experience in other countries, notably Australia, local strategies can 
only be evaluated in the short term through the use of carefully designed social 
surveys, usually involving the use of questionnaires. In the longer term, changes in 
local skin cancer incidence will represent firm evidence of the effectiveness of 


campaigns. 


Questionnaire design, statistical sampling methods and subsequent analysis and 
interpretation will need to be of an appropriate standard if reliable results are to be 
obtained. Help in applying these methods is available from the HEA (see Appendix 
III), and DH. In addition, expertise in these areas can be purchased but care should 


be exercised in ensuring high standards of expertise. 


Campaigns are likely to be more effective and attract greater publicity if outcomes are 
published. It will be important to give feedback to allies as a means of sustaining 


momentum, a tangible reward for effort. 


Audit of diagnosis and treatment 

The principal Health of the Nation target for skin cancer is to halt the current 
increase in incidence. However, it will be important to ensure that efforts in skin 
cancer prevention do not deflect attention away from efficient diagnosis and 
treatment. Every doctor involved in diagnosis and treatment of skin cancer should 


participate in audits of both process and outcome. 
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UVR AND THE OZONE LAYER 
The increased incidence of skin cancer is considered to be attributable to exposure to 
existing levels of UVR. Furthermore, stratospheric ozone levels are just one of the 


factors influencing the amount of UVR reaching the ground. 


Seasonal variations in solar UVR levels and short term variations due to cloud cover 
and local weather conditions are far in excess of any variations anticipated as a result 
of ozone depletion. Moreover, the position is complicated further by variability in 


people’s behaviour in relation to exposure to sunlight. 


The NRPB monitor levels of UVR at UK latitudes and any unusual trends in UVR 


levels reaching the ground would be reported. 
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SUN-SCREENS 

There is currently no universally adopted standard for Sun Protection Factors (SPF), 
although generally the higher the SPF the greater the protection from UVB*. SPF 
numbers usually are in the range 2 to 16 although higher numbers are found. The 
way SPF is measured is quite complicated and each manufacturer has its own method. 
However, as a rough guide, an SPF of 2 allows a person to stay in the sun twice as 
long before burning as without using a sunscreen, eg. 40 minutes instead of 


20 minutes, while a factor 8 should allow a person to stay out eight times as long. 


It is important to note that sun-screens lose effectiveness with normal perspiration 
and swimming and towelling down etc. Their effectiveness will also depend on the 


thickness of application. 


The importance of UVA in relation to skin damage is not yet well understood. It 
should be noted that some sunscreens do not protect against UVA although the 


product formulations vary greatly. 


DH will issue updates when international organisations have agreed an SPF standard. 


*The International Commission on Illumination (CIE) has produced documentation on testing methods of sun- 
screens against UVB and are currently extending this work to methods of sun-screen testing in the UVA region. 
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SKIN CANCER RESOURCE LIST 


Malignant Melanoma - A Guide to Early Diagnosis, Professor Rona MacKie, 


Pub: Cancer Research Campaign, 1989 


The Environmental Threat to the Skin, Ed. R Marks and G Plewig, Pub: Martin 
Dunitz, 1992, ISBN 1 85317 0577 


Cancer Education — A Resource List (HEA), Hamilton House, Mabledon Place, 
London WC1H 9TX 


Skin Cancer Local Campaign Information, Cannock Chase Council, Director 
of Community Services, Civic Centre, PO Box 28, Beecroft Road, Cannock, 


Staffs WS11 1BG 


Somerset Sunwise Campaign, Somerset Health Authority, Wellsprings Road, 
Taunton, Somerset TA2 7PQ 


Sunsmart Campaign, Anti-Cancer Council of Victoria, 1, Rathdown Street, Carlton, 


South Australia 3053 


Skin Cancer Prevention Campaign Helen Glasgow, Cancer Society of 
New Zealand, 5th Floor, Molesworth House, 101 Molesworth Street, Wellington 
New Zealand 


Danish Skin Cancer Campaign Information, National Board of Health, 


13 Amaliegarde, PO Box 2020, DK-1012 Copenhagen K, Denmark 


Saving Your Skin - ICRF Video Cassette, Distributor: Plymouth Medical Films, Tel: 
0752 267711 


Understanding malignant melanoma —- BACUP, 1991 ISBN 1 870403 03 7 
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LIST OF USEFUL CONTACTS - (see also Appendix III) 
@ Health Education Authority, Hamilton House, Mabledon Place, London 


WC1 9TX, Tel 071 383 3833 


Further information about the stratospheric ozone layer can be obtained from: 
| 
@ Global Atmosphere Division, Department of the Environment, Room B255, 


Romney House, 43 Marsham Street, London SW1P? 3PY 


Malignant melanoma — Information Leaflet on mole changes: 
@ Cancer Research Campaign, 2 Carlton House Terrace, London SW1Y 5AR 
@ BACUP, 3 Bath Place, Rivington Street, London EC2A 3JR 
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Breast Care & Mastectomy Association, 
15-19 Britten Street, London SW3 3TZ. Tel. 071 867 8275 - Admin. Tel. 
071 867 1103 - Helpline and Information. 


British Association for Counselling, 


1 Regent Place, Rugby, Warwickshire CV21 2PJ. Tel. 0788 78328/9. 


British Red Cross Society, 
9 Grosvenor Crescent, London SW1X 7EJ. Tel. 071 235 5454. 


Cancer Link, 
17 Britannia Street, London WC1X 9JN. Tel 071 833 2451 (helpline) and 
9 Castle Terrace, Edinburgh EH1 2DP. Tel.031 228 5557. 


Cancer Relief Macmillan Fund, 
Anchor House, 15/19 Britten Street, London SW3 3TZ. Tel. 071 351 7811. 


Cancer Research Campaign, 


2 Carlton House Terrace, London SW1Y 5AR. Tel. 071 930 8972. 


Cancer Research Campaign Education and Child Studies Research 
Group, 

Department of Public Health and Epidemiology, University of Manchester, 
Stopford Building, Oxford Road, Manchester M13 9PT. Tel 061 275 5194. 


CRC Breast Screening Care Education Initiative, 
Department of Community Medicine & General Practice, 2 Polstead Road, 


Oxford OX2 6TN. Tel. 0865 310457. 


CRC Primary Care Education Group, 
Cancer Research Campaign, Department of Public Health & Primary Care, 
65 Banbury Road, Oxford OX2 6PE. 
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Europe Against Cancer, 
Commission of the European Communities, 8 Storey’s Gate, Jean Monet 


House, London SW1P 3AP. Tel. 071 973 1906. 


HEA, 
Hamilton House, Mabledon Place, London WC1H 9TX. 
Tel. 071 383 3833. 


HMSO Publications Centre, 
PO Box 276, London SW8 5DT. General enquiries: Tel. 081 873 0011. 
Orders: Tel. 081 873 9090. 


Hospice Information Service, 
St. Christoper’s Hospice, 51-59 Lawrie Park Road, London SE26 6DZ. 
Tel. 081 778 9252. 


Imperial Cancer Research Fund, 


PO Box 123, Lincoln’s Inn Fields, London WC2A 3PX. Tel. 071 242 0200. 


International Union Against Cancer (UICC), 
3 rue du Conseil-General, 1205 Geneva, Switzerland. Tel. 010 41 22 20 18 11. 


Jeannie Campbell Breast Cancer Radiotherapy Appeal, 
29 St. Luke’s Avenue, Ramsgate, Kent CT 11 7JZ. Tel. 0843 596732. 


Marie Curie Memorial Foundation, 
Education Department, 11 Lyndhurst Gardens, London NW3 5NS. 
Tel. 071 435 4305. 


National Breast Screening Programme, 
Trent Regional Health Authority, Fulwood House, Old Fulwood Road, 
Sheffield S10 3TH. Tel. 0742 630300. 


NHSBSP Publications, 
Fulwood House, Old Fulwood Road, Sheffield $10 3TH. Tel. 0742 630300. 
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Open University, 
Learning Materials Sales Office, PO Box 188, Milton Keynes MK7 6DH. 
Tel. 0908 652185. 


Royal College of Physicians, 
11 St. Andrews Place, Regent’s Park, London NW1 4LE. Tel. 071 935 1174. 


Royal Marsden Hospital, 
Patient Education & Information Officer, Fulham Road, London SW3 6JJ. 
Tel. 071 352 8171. 


Tenovus Cancer Information Centre, 


142 Whitchurch Road, Cardiff CF4 3NA. Tel. 0222 619846. 


Wessex Cancer Trust, 
Royal South Hants Hospital, Graham Road, Southampton SO9 4PE. 
Tel. 0703 229653. 


Women’s Health & Reproductive Rights Information Centre (WHRRIC), 
52-54 Featherstone Street, London EC1Y 8RT. Tel. 071 251 6332/6580. 


Women’s National Cancer Control Campaign, 
Suna House, 128-130 Curtain Road, London EC2A 3AR. Tel. 071 729 4688/ 
1735. Helpline 071 729 2229. 


Yorkshire Regional Cancer Organisation, 


Cookridge Hospital, Leeds LS16 6QB. Tel. 0532 673411 Ext 406. 
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